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Introduction to the Portfolio
INTRODUCTION TO THE PORTFOLIO
This is a portfolio of work completed across three years of a PsychD Clinical 
Psychology training programme.
The portfolio is split into two volumes: the first is a public volume that w ill be 
held in the library of the University of Surrey; the second is a private volume 
containing more sensitive and confidential material and w ill be stored securely 
in the psychology department at the University of Surrey. This is the first 
volume.
Each volume is further divided into dossiers: academic; clinical; and research. In 
this volume, the academic dossier is a collection of two essays, three reflective 
accounts of problem-based learning exercises and summaries o f the process 
accounts of the first two years of a case discussion group. The clinical dossier is 
a collection of the summaries of five clinical case reports [one of which is the 
summary of an oral presentation of the material), together w ith  a summary of 
the experiences gained across five clinical placements. The research dossier 
contains a service-related research project, major research project and 
qualitative research project, together w ith  relevant publications by the author.
The aim of the portfolio is to give the reader a flavour of the breadth and depth 
of work completed over the three years, together w ith  a sense of the 
developmental progression of the author across her training.
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Introduction to the Academic Dossier
ACADEMIC DOSSIER
This dossier begins w ith  two academic essays completed in years one and two of 
the PsychD training programme.
It then contains three reflective accounts o f problem-based learning exercises 
completed at the start of each of the three years of the programme.
There are then two summaries of process accounts of a Case Discussion Group; 
the full accounts of these are included in Volume Two of this portfolio.
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Adult Mental Health Essay
ADULT MENTAL HEALTH ESSAY
Can the experience of hearing voices (‘auditory 
hallucinations’) be considered an 
ordinary part of human experience?
What implications might such a conceptualisation 
have for the ways that Clinical Psychologists 
respond to service users who hear voices?
Year One 
December 2005
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INTRODUCTION
W ithin a psychiatric model of mental illness, hearing voices that other people 
cannot hear is perceived to be a sign of pathology, and distinct from other 
perceptual experiences. Blackman [2001} suggests that psychiatry starts from 
the premise that an individual hearing voices has potentially lost contact w ith 
the social world, certain capacities of social existence and the ability to self- 
regulate and control their behaviour. It is on the basis of such an assumption 
that the experience of hearing voices was classified by Schneider [1959} as a 
first-rank symptom of schizophrenia, and has been viewed as "inherently 
pathological” [David, 2004}. It is evident that the personal and social 
consequences of such a supposition are huge, as indeed are the implications for 
the nature of the response an individual might receive from mental health 
services. More recently, however, there appears to be some increasing accord 
that the experience of hearing voices might not be representative of pathology 
and that it  can potentially be considered as being a part of, or on a continuum 
with, normal experience [eg. Johns & van Os, 2001). This suggestion is based 
upon evidence of occurrences of voice-hearing experiences in the non-clinical 
population [eg. Romme & Escher, 1993) and in response to a variety of 
circumstances other than in schizophrenia [eg. Ensink, 1993). It would seem 
that voice-hearing cannot be dichotomously classified using a medical model 
w ithout prior consideration of a range of other factors, some of which w ill be 
considered here.
Rationale
This represents an area in which I consider myself naïve, as my clinical 
experiences to date have not led me into contact w ith  any individuals who have 
disclosed that they hear voices that others cannot. My interest stems more from 
curiosity.
W ithin my current placement, 1 am meeting clients presenting w ith  a range of 
issues which have caused them to feel so distressed or marginalized that they 
are seeking professional intervention in order to achieve some mastery over the 
behaviours, cognitions or affect causing them distress. For the most part, it  is 
acknowledged that these entities are not so far removed from the experiences 
that we recognise to be inherently part of being human; most people appreciate
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what it  means to be sad or worried, are able to envisage that extremes of these 
emotions might lead to diagnoses of depression and anxiety disorders, and can 
at some level identify w ith those states. The phenomenon of hearing voices, 
conversely, is not a phenomenon to which many people are able to relate 
because it  is perceived to be so distal from common experiences. Given the 
limitations of my own personal and clinical experiences, I feel that 1 share this 
sense of detachment and that, at this point in time, 1 would be less able to 
effectively empathise w ith and validate the experiences of clients 1 might work 
w ith  into the future who hear voices. 1 therefore welcomed the opportunity to 
explore this area further, to broaden my understanding and to build a foundation 
upon which to develop my future clinical practice in this area.
Focus of the Essay
This essay w ill start by outlining the traditional view of voice-hearing as 
inherently pathological, in order to place the question w ith in its social and 
historical context, and to demonstrate the underpinnings of subsequent 
research. It w ill then challenge this notion of abnormality by considering those 
studies that support the idea that voice-hearing can be thought of as non- 
pathological and 'ordinary'. On the basis of evidence to this end, it  w ill then 
consider the cognitive, relational, societal and cultural grounds on which an 
experience that appears relatively common might result in an individual 
requiring support from services. Finally, it  w ill discuss the implications of these 
conclusions, both clinically and professionally, in determining our response to 
service users who hear voices.
VOICE-HEARING AS PATHOLOGICAL
Traditionally, voice-hearing has been interpreted w ith in a medical framework 
and "given weight diagnostically because of it  being outside the realm of normal 
experience" [David & Leudar, 2001). W ithin this framework, voice-hearing is 
considered to be among the most pathognomonic symptoms of mental illness, as 
indicated by its contribution to the lowest scores of overall general functioning 
in the DSM-IV.
Specifically, voice-hearing is traditionally associated w ith a diagnosis of 
schizophrenia. Whilst 'hallucinations' form only one of five characteristic
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symptoms of schizophrenia as classified in the DSM-IV, of which two are 
necessary for establishing a diagnosis, it  is significant that voice-hearing can 
operate as a stand-alone criterion in the event that "the hallucinations consist of 
a voice keeping up a running commentary of the person's behaviour or thoughts" 
(American Psychiatric Association, 2000). It is evident that the experience of 
voice-hearing is of profound significance w ith in the psychiatric context.
Neural and Physiological Theories of 'Haliucinations'
On the basis of such a supposition o f voice-hearing being indicative of severe 
mental illness, much research has looked to discover the neural and 
physiological foundations to 'hallucinations' and the 'pathological' processes that 
contribute to them. For example. Hunter et al (2003) employed functional 
magnetic resonance imaging to assess neural activity involved in the perceptions 
of voices in auditory space. They manipulated acoustic stimuli to simulate 
perceptions of 'w ith in head' and 'outside head' experiences, from which 
implicating the role of the planum temporale in the perception of auditory 
experiences as external. Hunter (2004) consequently hypothesises this region to 
show abnormality in individuals experiencing 'auditory hallucinations'. 
Woodruff (2004) lists a range of other brain areas that have been implicated in 
voice-hearing, and other posited theories include circuit malfunctioning in the 
brain (Feinberg & Guazzelli, 1999, cited in Blackman, 2001) and structural 
differences in neural pathways (Hubl et al, 2004).
To my mind, the very act of searching for neurological causality implies an 
assumption of dichotomy between typicality and atypicality, since it  
presupposes an explanation of perceptual deception. The majority of these 
studies focus upon neural activity, making hypotheses from which about the 
dysfunctionality of those brain regions in people hearing voices, which 
suppositions may be unfounded. Indeed, Woodruff (2004) derives from the 
neuropsychological literature that "the brain has the capacity and potential to 
experience these phenomena under certain conditions", and this may well be the 
scope of research in this area.
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Psychological Theories of 'Hallucinations'
Psychological theories too have contributed to, and maintain, the notion of 
'disorder'. Among these, Slade and Bentall (1988) suggest voice-hearing to 
represent a disorder of consciousness, resulting from neurological failure to 
monitor and filter information. Fernyhough (2004) suggests a disruption to 
normal processes of inner speech, be this in the internalisation process or in its 
maintenance during periods of stress, and Morrison and Haddock (1997) 
propose an externalisation bias for internal events.
The sense in which the psychological viewpoints differ from the physiological 
ones is in the acknowledgment of a social-developmental aspect to voice- 
hearing, rather than merely attributing the experience to organic damage or 
dysfunction. Nevertheless, they do allude to pathological processes in the 
maintenance of the voice-hearing experience, and in that sense do not differ 
from the physiological models in their perception of abnormality and illness.
Implications of a Pathological View of Voice-Hearing
It is plausible that, for some people, a label of illness can yield huge explanatory 
power and provide a framework in which to understand their experiences. A 
client w ith whom 1 am working on placement to explore difficulties unrelated to 
voice-hearing has chosen to interpret her difficulties w ith in a biochemical and 
thus 'illness' model, which seems to make her experience more tolerable, 
providing her w ith a causal explanation, instilling in her a belief that she can "get 
better", and perhaps as well preserving her sense of self by externalising the 
agent of 'disease'. However, to my mind there are dangers in the assumption of 
pathology, not least because, as observed by Romme and Escher (1993), it  infers 
that something is wrong w ith  the individual and that they cannot rely on their 
own senses, which 1 imagine can lead in turn to feelings of inadequacy, 
defectiveness, powerlessness and anxiety, and thus create difficulties in itself.
QUESTIONING ASSUMPTIONS OF ABNORMALITY
Given this outlook upon the pathological model of voice-hearing, it  becomes 
necessary to challenge its validity. Essentially, 1 feel the question of whether 
behaviour is 'normal' or 'abnormal' is unreflective of the fluid nature of human 
experiences. Such experiences are rich and diverse, and cannot always fit into
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the interpretations imposed on them by linguistic categories. Blackman [2001) 
shares this view, referring to the "discursive landscape which maps and 
constructs subjectivity in particular ways". In some respects, the need for such 
categorisation in conceptualising and managing human experience is 
understandable. However, I feel that as a clinical psychologist 1 w ill have a duty 
to my clients to acknowledge the individuality of their experiences w ithout 
imposing categories upon them for my own ease of understanding.
Parker et al [1995) note that, even when a dimensional model of experience is 
acknowledged, the dichotomous judgement of normality versus abnormality is 
still decreed by the imposition of a 'cut-off, separating experiences w ith in  that 
continuum that warrant a diagnosis from those which do not. In some respects, 
this could be deemed as unavoidable w ith in the medical system, since 
limitations in resources require that criteria be made relating to who can be 
referred. However, as Johns and van Os [2001) point out, this does not mean 
that those same categorical markers exist in the 'real world’. W ith respect to 
voice-hearing, this implies that non-medical interpretations need also to be 
considered. In particular, attention needs to be given to experiences that do not 
necessitate clinical intervention, as well as to understanding them w ith in  the 
contexts that they occur.
Voice-Hearing in the Non-Clinical Population
Watkins [1998) observes that it  is difficult to determine the prevalence of voice- 
hearing in the population as a result of the stigma surrounding the experience. 
Nonetheless, Romme & Escher [1993) conducted a survey of voice-hearers who 
had opted to respond to a television broadcast. They found that 34% of 
respondents were not in receipt of mental health services and perceived 
themselves to be coping. Indeed, many of the respondents regarded their voices 
as a positive part of their lives, indicating not only the prevalence of voice- 
hearing but also that it  can be endorsed as beneficial, which in itself directly 
contradicts views of illness and abnormality.
Observations have been made of similar experiences in individuals who would 
probably not describe themselves as 'hearing voices' per se. For example, 
Rotkiewicz [2004) involved 191 participants in the completion o f an online scale
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measuring propensity towards 'hallucinations’ by asking participants to rate 
their level of agreement w ith  statements such as "1 hear people call my name and 
find that nobody has done so". He found significant predisposition towards 
'auditory hallucinations’ in one of the non-clinical experimental groups. Whilst 
the items being rated in this survey are not necessarily comparable to those 
posed of participants in the previous study, the findings indicate to some degree 
that representatives of the general population do show a proclivity towards the 
same kinds of experiences traditionally classified as 'abnormal’.
On a larger scale, Johns eta l [2002J assessed the prevalence of various unshared 
perceptual experiences in participants from a variety of ethnic groups. 
Participants were asked whether they had, at any time over the last year, heard 
or seen things that others could not, and then specifically about voice-hearing. 
The authors acknowledge that by omitting to question the context of these 
experiences, they did not preclude the possibility of including 'hallucinatory 
experiences’ occurring in altered states of awareness, for example following 
substance use. However, it  is plausible that narrowing the question design might 
have served to signpost participants towards reports of very specific 
experiences, perhaps those that required clinical intervention, rather than 
acknowledging the breadth of experiences that typifies human nature. Taking 
this into account, the results showed that 4% of the 2867 white participants in 
the study reported having seen or heard things others could not, w ith this figure 
rising to 9.8% of the Caribbean participants. Given the considerable sample size, 
it  could be estimated that these figures might be representative of the general 
population. The additional findings of variation across ethnic groups in this 
study also support the rejection of a purely pathological view of voice-hearing, as 
1 imagine that such a view would predict equivalence across groups.
Evidently, there is support from community samples that voice-hearing is not 
uncommon. Studies have also been conducted in experimental settings; for 
example, van de Yen and Merckelbach [2003) employed a test known as the 
"White Christmas task" to elicit reports of 'hallucinatory’ experiences in a non- 
clinical population. Participants were told that they would hear white noise via 
headphones, in which a familiar song might be embedded below the auditory 
threshold. The song was not played, so any perception that it  was heard via the
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headphones was illusory. They found that over a th ird  of participants reported 
hearing fragments of the song at least once, the authors interpreting from which 
that some people might show proclivity towards 'hallucinations'.
A 'Continuum of Consciousness'?
The authors of these studies have proposed a variety of models to account for 
the prevalence of voice-hearing w ith in the non-clinical population. These vary in 
the degree to which they subscribe to the concept of 'disorder', but principally 
adhere to one of two premises: that voice-hearing experiences exist on a 
continuum w ith normality, set apart only by the interpretation made of them (eg. 
Johns et al, 2002), or that those factors predisposing individuals w ith in the non- 
clinical population to 'hallucinatory experiences' share a common pathological 
domain w ith  psychosis and are thus 'schizotypal' [e.g. van de Yen & Merckelbach, 
2003). W hilst both of these suppositions support the notion o f a dimensional 
model, they differ in their acceptance of the phenomenon as normal.
For me, the notion of there being a continuum is intuitive given the diversity of 
human experiences, and both of the views discussed above do subscribe to a 
continuum-hypothesis, albeit w ith a different focus. Slade and Bentall [1988) 
observe that this continuum is often inversely valued, extending from 
imagination at one pole to intellectual reason at the other, and I feel that it  w ill 
be important, in my professional role, to avoid imposing personal values on 
individual experiences in this way. Consequently, I find the supposition of 
schizotypy concerning, as I feel that attributing non-clinical experiences to 
underlying pathological predisposition risks pathologising society through 
labelling behaviour that does not subscribe to specific norms as aberrant. 
Furthermore, I feel that the concept of schizotypy, in this instance, could only be 
substantiated i f  all voice-hearing experiences were explicable by the same 
model. However, there is much evidence to support the notion of voice-hearing 
experiences occurring in response to a wide range of phenomena, and 1 feel this 
in itself contests the notion of schizotypy.
Voice-Hearing in Response to Environmental Events
I feel it  is reasonable to speculate that the notion of voice-hearing existing on a 
continuum w ith normal mental events is concomitant w ith  that of it  subsisting
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across a range of experiences. Boyd Ritsher et al (2004) note, for example, that 
voice-hearing has been documented as a result of left temporal lesions, speech- 
related cognitive deficits and hearing loss. Furthermore, they note that the most 
common normative contexts for voice-hearing to be extreme stress; notably, 
Romme and Escher (1989, cited in Boyd Ritsher et al, 2004) reported that 70% 
of people hearing voices in their study reported the trigger to have been an 
emotionally traumatic event. In example of such triggers, Waldfogel and Mueser 
(1988) reported a case of a man who developed auditory hallucinations 
following his experience of sexual assault. Similar experiences have been noted 
in survivors of childhood sexual abuse: Ensink (1993) noted that 43% of 
interviewed adults who had been abused as children reported hallucinatory 
experiences in some form.
Furthermore, there is much research to suggest the preponderance of voice- 
hearing experiences following bereavement; for example, Rees (1971, cited in 
Leudar & Thomas, 2000) interviewed people who had been widowed and found 
that more than 13% reported having heard the voice of their deceased partner. 
A case-example is provided by Thomas et al (2004), who refer to a woman who 
began to vividly hear the voice of her late husband articulating disapproval of 
her in situations where she felt he would have censured her whilst he was alive. 
They conclude that attention needs to be given to the meanings of individual 
experiences, and the sense in which people are able to integrate distressing 
aspects of their experience w ith in their lives.
Other situations in which an individual might be triggered to hear voices were 
suggested by Watkins (1998) to include: childhood imaginary companions; 
extreme deprivation and isolation; hypnotic experiences; creative inspiration; 
call of vocation and medical disorders. The sheer range of experiences 
encompassed here is striking, and adds much weight to the conception of 
understanding individual experience w ith in its context, rather than interpreting 
i t  on a purely medical basis.
In summary, the expression of the 'psychotic' symptom of voice-hearing in 
individuals who are not 'mentally ill', and in response to a variety of situations, 
demonstrates that the classification of voice-hearing as distinctly pathological
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does not reflect the reality of the experience. Evidently, voice-hearing in itself 
does not represent a justification for treatment. Indeed, Bentall (2003, cited in 
Spence, 2004) suggests that the number of people hearing voices who do not 
seek psychiatric intervention may be ten times the number of those who go on to 
receive a diagnosis of schizophrenia. This observation necessitates an 
exploration of those factors that lead to the need for clinical intervention.
WHAT PREDICTS NEED FOR CARE?
It is evident that only a proportion of those who hear voices are diagnosed w ith  a 
clinical disorder, and thus i t  is likely that mediating factors play a significant role 
in determining a person's ability to cope w ith  voices. Principally, the role of 
distress has been suggested as a mediator. For example, Jones et al (2003) 
conducted a Q-methodological study, which requires that participants rate their 
level of agreement w ith  a collection of broadly different statements on a grid. 
They asked participants to rate their beliefs about their own voice-hearing 
experiences. They found that service users were more likely than non-users to 
find their voices frightening and to perceive them as negative experiences. This 
seems intuitive, and is consistent w ith  the cognitive view of a number of 
disorders that it  is the negative appraisal of a behaviour that causes it  to become 
maladaptive.
Cognitive Factors
This view of voice-hearing was proposed by Romme and Escher (1989, cited in 
Chadwick & Birchwood, 1994), who suggested that individual coping ability was 
directly related to their own appraisal of their voices. For example, Chadwick 
and Birchwood (1994) conducted semi-structured interviews w ith  voice-hearers 
regarding their beliefs around their experiences, and found that individual 
beliefs around the malevolence or benevolence of voices affected the emotional 
and behavioural response to them, w ith malevolent voices inciting fear and 
resistance. Interestingly, beliefs around malevolence were not linked to the 
actual content of the voices in 31% of cases, demonstrating the role of individual 
appraisal. This feeling seemed to be amplified by the unanimously-held belief of 
the voices as omnipotent, suggesting the perceived power of the voices to be 
hugely important. I imagine this surrounds the concept o f passivity and 
victimisation: i f  an individual perceives that voices are 'happening' to them then
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they may perceive themselves as powerless to manage and cope w ith them. The 
view of these secondary appraisals and beliefs mediating the relationship 
between voice-hearing and need for care was also asserted by Krabbendam et al 
(2004). It would seem, then, that the perception of voice-hearing as aberrant 
results in it  being so. Whilst 1 cannot corroborate this directly, 1 feel there are 
parallels w ith one of my clients who had a diagnosis of obsessive-compulsive 
disorder, who expressed to me that he was distracted at a moment in time by an 
obsessive thought. In exploring this further, it  seemed to me that he did not 
perceive the content of the thought to be negative, but felt it  was 'wrong' to have 
it  and it  was this evaluation that seemed to be causing him distress.
However, it  strikes me that a cognitive stance alone might not reflect the 
complexity of voice-hearing. In describing his own experience, Cockshutt (2004) 
asserts that "the voices are externalised... and real", regardless of logically 
perceiving them to be his own internal thoughts. Principally, i f  an individual is 
hearing voices w ith  such realism, and which are potentially articulating very 
negative statements, then it  is unlikely that the person would be able to adopt a 
positive outlook on that experience in order to alleviate that distress. This 
suggests that cognitive factors alone cannot predict an individual's emotional 
response and need for care, and thus the relationship that a person has w ith the 
voices they hear needs also to be considered.
Relational Factors
Vaughan and Fowler (2004) asked th irty  participants who had heard voices for 
at least six months to complete some standardised questionnaires assessing 
aspects of their relationship w ith  their predominant voice. The authors assessed 
these measures against a self-reported measure of distress and found significant 
correlations between the level of distress experienced by the individual and 
perceptions of voices as dominating and insulting. Furthermore, higher levels of 
distress were also found to result from individual tendency to react w ith 
suspicion and to avoid communicating w ith  the voices. Hayward (2003) 
supports the conception of the construction of voice-hearing w ith in a relational 
framework, and notes principally that an individual's relationship w ith  their 
voice may reflect more pervasive patterns o f social relating. These studies
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suggest that an individual's reaction to hearing voices is shaped as much by their 
relationship w ith  it  as by the ir cognitive appraisal of it.
Societal and Cultural Factors
It is important to acknowledge that, whatever stance to voice-hearing is taken 
individually or clinically, the experience occurs w ith in a context and the 
interpretations that are made of it  are inextricably influenced by the commonly- 
held attitudes of society and culture. Escher et al (2004) observe that the 
perception in Western culture is that voice-hearing "is associated w ith 
schizophrenia, aggression and life-long illness". Indeed, Crisp et al (2000) 
interviewed adults regarding their perceptions of mental disorders, and found 
that 71.3% deemed people w ith  a diagnosis of schizophrenia to pose a danger to 
others. 1 feel such attitudes to be hugely stigmatising and can only serve to 
intensify those feelings of fear, shame and distress already implicated as 
predictive of need for care. In addition, I imagine that such societal attitudes also 
have implications for the support an individual might receive, and potential to 
cause social isolation, itself enhancing distress. It is noteworthy that 95% of 
respondents in the survey were of white ethnic origin, and it  is likely that this 
may have influenced respondents' perceptions of mental illness given cultural 
influences on attitude.
Such cultural differences in attitudes towards voice-hearing were noted by 
Escher et al (2004), who observed that in many non-Western cultures, people 
are encouraged to experience and share hallucinatory experiences, which as a 
result are socially accepted and appreciated. In example, Thomas and Leudar 
(2000) refer to the Xhosa culture of South Africa, in which voice-hearers are 
considered gifted and trained to become indigenous healers. The difference 
between the pursuit of such experiences in this context to that in Western 
culture of ingesting toxic substances to elicit them is, in my mind, a very 
significant one. Whilst both situations entail an active pursuit of the 
hallucinatory experience, the societal viewpoints on the same behaviour are so 
distinct as to evoke polarised emotions of pride and shame respectively. Lee et 
al (2004) note further cultural differences in attribution of psychiatric 
symptoms, observing that Eastern cultures are more likely to make social and 
supernatural attributions of psychiatric symptoms than Western cultures, which
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1 imagine might have implications for the level of distress experienced by an 
individual.
In summary, the societal and cultural context has the capacity to infer huge 
implications upon an individual's adaptation to their experiences. To me, this is 
a final indication of the importance of understanding context, rather than 
assuming uniform ity as in the 'abnormal' view of voice-hearing.
CLINICAL IMPLICATIONS
Leudar and Thomas (2000) observe that the clinical viewpoint upon an 
individual's experience has the potential to exert an enormous power in 
determining what happens to them. Principally, this seems to me to centre 
around whether voice-hearing should be managed and suppressed w ith 
medication, or whether the individual should be facilitated to develop coping 
skills and to rationalise their experience. In my opinion, these two stances are so 
distinct from each other as to render them almost incompatible in their 
approach, given that the very act of prescribing medication asserts a view of 
illness and abnormality. I acknowledge, though, that the complexity of an 
individual situation often precludes that psychological and social interventions 
can stand alone, particularly when a person is feeling so distressed or confused 
that the health profession has an obligation to act quickly. The implication, 
medically, is that alleviation of distress comes through symptom reduction. As 
psychologists, though, our role in helping an individual to feel less distressed 
needs to focus instead on those factors, cognitive and relational, that mediate the 
relationship between the voices and the distress, and to empower an individual 
to better cope w ith their experience. Romme and Escher [1993) propose the 
principle areas of clinical focus to be the individual's relationship w ith their 
voices, their theoretical frame of reference, their feelings of connection as 
opposed to isolation, feelings of acceptance, a recognition of their rights and 
their sense of identity, and these factors do indeed seem to correlate w ith the 
mediating factors to distress discussed in this essay.
Explanatory Framework
Thus the first task of an intervention might be to help the individual to develop a 
framework in which to understand their experience and to organise their
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relationship w ith  the voices, and from which to define their coping strategies. 
Parker et al (1995) acknowledge that this explanation needs to be acceptable to 
the individual and they suggest, for example, that an explanation of telepathy 
could pose a valid explanation i f  it  is deemed helpful by the individual. Indeed, 
Jones et al [2003) demonstrated the range of frameworks in which individuals 
understand their experiences, be they spiritual, personally relevant, medical and 
so on, and noted that it  is unlikely that one explanatory context can account for 
all experiences. Subsequent clinical tasks would depend entirely upon the 
individual formulation, but might focus on those cognitive or relational factors 
mediating an individual’s feelings o f distress.
Cognitive Interventions
A cognitive-behavioural route might involve, initially, helping an individual to 
keep records of their voice-hearing experiences, in order to begin recognise 
patterns; this would be beneficial in establishing triggers and potentially 
challenging the view of voices as unpredictable and omnipotent. Such records 
could also be utilised in recognising the content of voices; it  was noted earlier 
that appraisal of voices as negative was often irrespective of content, and such 
beliefs could be challenged by recognising the presence of more benevolent and 
helpful voices on some occasions, thus acknowledging the different rôle voices 
can sometimes play. Individual beliefs about the impact of the voices upon their 
behaviour could also be explored using CBT, and the efficacy o f a person's 
existing coping strategies could be demonstrated. The target of these 
interventions would be to empower a person to adopt more constructive beliefs 
around their voices and to find ways of coping w ith  them.
Relational Interventions
Relationally, Hayward [2003) suggests that there may be two therapeutic routes 
in modifying the individual's relationship w ith  their voice: to target the 
intervention specifically at that particular relationship, or to help an individual 
to develop their general pattern of social relating through, for example, 
assertiveness training or problem-solving work. The function of such 
interventions would be to help a person to develop a more constructive 
relationship w ith their voices, which relationship has been argued in this essay 
to be a powerful determinant of a person's ability to cope w ith  their experience.
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It is evident that the clinical response to an individual hearing voices is entirely 
dependent on the individual formulation and on their own frame of 
understanding, but that strategies can be used to empower people to cope w ith 
voice-hearing and to alleviate distress.
CONCLUSION
In conclusion, 1 have argued that voice-hearing is not an uncommon facet of 
human experience, and cannot be deemed as 'abnormal' as would be implied by 
its psychiatric context. In arguing against a pathological stance on voice-hearing, 
1 by no means wish to trivialise the potential emotional impact of the experience 
or to overlook the considerable stress that it  can cause. Indeed, it  is evident that 
its implications upon an individual's level of distress can be profound, not only 
as a result of their own appraisals o f the experience, but also as a result of their 
relationship w ith their voices.
Consequently, it  would seem that the knowledge that an individual is hearing 
voices should act as a signpost, alerting the clinician to the possibility of 
psychological distress but not attesting it. Concurrently, it  should be 
acknowledged that voice-hearing can represent a very positive experience that 
people choose to endorse. Knowledge that a person is hearing voices, then, 
should point the clinician towards further exploring w ith them their personal 
meaning of their experiences, and their cognitive and affective reactions to them. 
Clearly, individual experience can only be understood in context, and symptom 
does not fit hand-in-hand w ith  disorder.
1 feel that this stance extends beyond the voice-hearing experience, and has 
implications for the general position that clinical psychology takes in respect to 
concept of 'disorder'. Given that voice-hearing, typically conceived among the 
most acute symptoms of severe mental illness, has been demonstrated to occur 
in non-clinical contexts, it  is likely that other symptoms of pathology can also be 
normalised. I feel that future research needs to continue to focus on developing 
dimensional models of pathology, in order to contest psychiatric models of 
psychological distress and to recognise and celebrate the diversity of human 
experience.
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ORGANISATIONAL AND PROFESSIONAL ISSUES
ESSAY
‘Clinical Psychologists have become medicalised'. 
Debate this statement and, in so doing, 
consider the impiications for 
service users, carers and other stakeholders
Year Two 
January 2008
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INTRODUCTION
Médicalisation has been defined as "a process by which non medical problems 
become defined and treated as medical problems, usually in terms of illnesses or 
disorders" through such processes as "using medical language to describe a 
problem, adopting a medical framework to understand a problem, or using a 
medical intervention to 'treat' it" (Conrad, 1992, cited in Brown & Woodward, 
1996). Brown and Woodward (1996) observe that the concept has informed the 
sociology of health and illness for decades, amid strong debate.
This debate is of direct relevance to clinical psychologists, as Conrad (2005) 
observes that "profound changes in the organization of medicine" are perhaps 
most clearly observable in the field of psychiatry, which he suggests has resulted 
in the emergence of "new medical categories" and in a predominance of 
pharmaceutical therapy for difficulties that may have previously been addressed 
w ith  psychotherapy. Evidently, changes in the ways in which behaviours are 
viewed and managed w ill have implications for clinical psychologists, and may 
infer a shift in their identity and professional roles.
Personal Position
I was drawn to this essay-title as it  reflected my debate in trying to understand 
the system I was working w ith in during my adult mental health (AMH) 
placement. 1 felt uncomfortable with, and sometimes resented, a way of working 
that endorsed utilisation of terms such as 'disorder', 'treatment' and 'patient', 
and which meant I was working w ith clients who perceived themselves as 'ill' 
and were seeking my 'expertise' to 'cure' them. In discussing this in supervision, 
the concurrent polarity and unity of the positions of my supervisors was striking. 
One identified strongly w ith a medical model; the other expressed dismay at this 
'reduction' in our roles. Both utilised psychotherapeutic models locating distress 
'w ithin ' an individual.
I have since observed other ways of working that do not draw so strongly upon 
medical views of distress, and I was motivated to use this essay to consider some 
of those other conceptualisations. 1 also wanted to understand my own strong 
reaction against médicalisation. Kops (1972) suggested that "clinical 
psychologists respond reflexively and negatively to the mere mention of the
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words 'medical model', and... this automatic putdown of the medical and 
psychiatric profession might be a reflection of our own sense of insecurity", 
which summarised my reaction powerfully. 1 felt it  would be useful, i f  
challenging, for me to explore my position, and decide whether my 'reflexive 
putdown' o f médicalisation was precluding me from a more objective appraisal 
of its implications.
Rationale for Use of a Narrative Framework
Given my wish to consider multiple perspectives, 1 found myself drawn towards 
narrative philosophies. Dallos (2006) suggests that such approaches hold 
central "the stories that people hold about themselves and the important others 
in their lives", emphasising that our understandings are "fundamentally 
structured into stories or narratives" which shape our actions. It seemed useful 
to approach this essay w ith in a framework that rejects the structural thinking 
behind 'truthfulness', and consider instead the multiple narratives organising 
the functioning of a system w ith in a medicalised model, and the dominant 
cultural ideas and practices w ith in w ith  these might be grounded.
Given that the essence of this framework is one of experience and meaning, it  
seemed appropriate to ground the essay itself w ith in it  rather than simply 
considering the contribution of narrative thinking more didactically. This was 
inspired by the work of Zimmerman and Beaudoin (2002), who present an 
introduction to Narrative Therapy using such writing. Thus I w ill consider the 
social, cultural and political ideas contributing to a dominant narrative of 
médicalisation for clinical psychologists, and how this might shape modes of 
working. I w ill then postulate that médicalisation itself is not the 'problem', 
which I w ill externalise as 'expertise' and consider the effects of 'expertise' on 
relationships w ith service users and the wider system. Finally, I w ill go on to 
note exceptions and unique outcomes that might be used to create an alternative 
narrative of 'collaboration'. In line w ith  the reflecting team model of Andersen 
(1987), and my own learning needs in self-reflection, I w ill periodically step 
aside from the main dialogue w ith  reflective metalogue to consider the 
development of my thinking.
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CLINICAL PSYCHOLOGY IN CONTEXT
The questions asks for consideration of a statement that clinical psychologists 
have become medicalised, and thus ascription of a homogenous 'identity' to a 
diverse group of professionals w ith  their own preferred ideologies. Social 
constructionist theory posits that thinking about self and others, and 
consequently action, is socially and culturally embedded [Zimmerman and 
Beaudoin, 2002), and thus identities are "fluid and changeable" according to 
context (Scior & Lynggaard, 2006). It is therefore more relevant to start w ith 
consideration of the wider contextual layers influencing the ways in which 
Clinical Psychologists work.
Social, Cultural and Political Context
Service Models
Clinical psychologists work in a variety of settings that can be predominantly 
categorised as multidisciplinary or specialist psychological services. In either 
event, the 'referral pathway' is a medical one that starts w ith  the general 
practitioner [OF), who acts as a 'gatekeeper' for access to specialist provision. 
Sigel and Leiper (2004) explored GP views on their management of 
psychological difficulties. Referral decisions were prim arily made when the GP 
felt themselves to have "reached the lim its of his or her capabilities for 
addressing a problem", suggesting such difficulties are often contained in their 
"ongoing relationships with... patients"; indeed less than 10% of 'patients' w ith 
psychological difficulties are referred into specialist services (Verhaak, 1993, 
cited in Sigel & Leiper, 2004). A survey of GP perceptions of the psychological 
content of consultations noted that two-thirds of consultations had no such 
content (Ashworth et al, 2003). The referral pathway evidently has an early 
emphasis on "medical problems".
Following referral, many services offer a "stepped care" approach in which 
clients are in itia lly directed into the least restrictive 'treatment' modality, which 
can be "stepped up" i f  'health gains' are not achieved (Bower & Gilbody, 2005). 
Access to psychological services is often later in this model. During my AMH 
placement in a Primary Care Mental Health Team, clients were in itia lly seen by a 
Mental Health Practitioner for assessment and possible short-term work. Those 
needing longer-term intervention were referred into the core multidisciplinary
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team (MDT), and additional referral could be made to psychology. This was in a 
sense a 'hierarchical structure', w ith  psychological services seen as 'specialist' 
input when other options were unsuccessful. Thus psychologists are 'distinct' 
but also embedded w ith in a service model, and "fall w ith in a middle ground on 
the séparation-intégration continuum" (Department of Health (DoH), 2007a).
Language and Categories in Service Provision
The predominant cultural context affecting narrative is participation in language 
(Vetere and Dallos, 2006). New Ways o f Working (NWoW) guidance (DoH, 
2007b) observes that integrated services require a "shared language" of needs 
and clinical problems, and this tends to be based around broad diagnostic 
categories, that become used to determine inclusion and exclusion criteria. As a 
consequence, Boyle (2001, cited in DoH, 2007a) suggests that psychologists have 
"extensively adopted the language of medicine", calling our clients' problems 
symptoms, illnesses and disorders" and adopting models such as the "stress- 
vulnerability model" that make it  easy for biomedical theories to remain 
privileged.
Service Evaluation and Outcome
A further cultural and political tenet of NHS services is emphasis on governance 
and accountability. This is demonstrated firstly in the prominence of evidence- 
based practice, a process involving "conscientious, explicit, judicious use of 
current best evidence" to make decisions about the individual patients' care 
(Sackett et ai, 1996, cited in Spring, 2007). The major impetus behind this is to 
improve service quality, and is also grounded w ith in notions of accountability, 
given lim ited financial resources. Indeed, the National Institute of Clinical 
Evidence (NICE) commissions "systematic evidence reviews" to determine 
whether a procedure should be paid for by the NHS (Spring, 2007), requiring 
that practice is measurable and outcomes recordable. Spring (2007) observes 
that behavioural and medical interventions can often represent viable 
'treatment' alternatives for the same difficulties, and thus the research base 
needs to be advanced to compare outcomes and cost-effectiveness. Indeed, 
research skills are a key component of clinical psychology training, to "specify, 
operationalize, and train the requisite competencies needed to deliver particular 
practices" (Spring, 2007), and to determine the relative u tility  of those practices.
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Professional Training
W ith such an emphasis on the promotion of in-depth research skills, as well as 
the need for professional accountability, the clinical training model is a three- 
year doctorate w ith specified regulation from the British Psychological Society 
(BPS). NWoW guidance [DoH, 2007c] observes that, whilst training has been 
generally adequately resourced, the number of commissioned posts is typically 
less than that needed, resulting in a 'bottleneck' and perhaps privileging this 
specialist training above other professionals' knowledge and skills.
Wider Cultural Context
These practices are embedded w ith in Western constructions of identity, 
normality and pathology. For example, Summerfield (2002) observes that many 
African languages have no word for 'self, valuing interpersonal identity rather 
than personal depth. This has important implications when working w ith 
service users w ith varying cultural origins.
Dominant Themes Influencing a Medicalised Narrative
1 have identified four themes contributing towards a dominant medicalised 
narrative w ith in NHS services. The first is value on scientific method, 
privileged through practices of measurement, evaluation and accountability. 
McClimens (2007) notes that "categorisation is fundamental to scientific 
enquiry", which contributes towards a 'shared language' of 'disorders', 
'symptoms' and 'treatments'.
The second is comparison to a social norm to judge acceptability of ways of 
thinking, feeling and behaving, through highlighting differences. Zimmerman and 
Beaudoin (2002) observe that certain social and cultural expectations prevail, 
regardless of individual 'fit'.
The th ird is one of individualism above collaboration, w ith  problems residing 
'w ithin ' individuals. Zimmerman and Beaudoin (2002) suggest this to result 
from participation in a dominant Western culture, privileging self over 
relationship and disregarding ways in which people might be operating in 
relation to others.
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The fourth is hierarch ical structure and professionalism, privileging skilled 
professionals and their relative 'expertise' above the lived experience o f those 
utilising services.
Modes of Working Arising from a Dominant Medicalised Narrative
Clinical Psychologists are thus embedded w ith in a system in which the "taken for 
granted reality" (White, 1991, cited in Scior & Lynggaard, 2006) around distress 
adheres to a 'medical model'. This w ill inevitably shape modes of working 
regardless of the 'preferred identities' of individual psychologists, through 
providing a backdrop against which clinical psychologists 'position' themselves; 
such positions are constructed both through adhering and not adhering to the 
dominant framework, which has been demonstrated in the practice of clinical 
psychology both w ith in modern and post-modern principles. Indeed, post­
modern principles, such as narrative and solution-focussed approaches, adopt a 
position that 'challenges' the foundations of modern psychological ideas, and 
thus have still evolved in the context o f the same dominant narratives. I w ill 
consider modern principles here.
Freedman and Combs (1996) suggest "we are indoctrinated to listen w ith a 
diagnostic, pathologising ear", which I th ink is illustrative of modern psychology 
and its historical grounding w ith in a medicalised narrative. Indeed, the practice 
of therapy was founded w ith in  modernism and the application of "expertise 
derived from objective knowledge" (Strong, 2002), which is inline w ith  these 
themes identified previously. This led to the 'scientist-practitioner' model being 
at the forefront of clinical practice and individualised ways o f working that 
positioned distress w ith in individuals, measured against 'typical' norms and 
privileging the discourse of the therapist; indeed. Strong (2002) cites a therapist 
saying "you bring your car to a mechanic when it  doesn't work; you bring your 
mind and emotions to me when they don't work". These narratives, together 
w ith  practices of measurement and accountability, have led to a predominance 
of cognitive-behavioural therapy (CBT) as the 'treatment' of choice for many 
psychological 'disorders' advocated by NICE guidance.
CBT is not in itself 'medicalised', though it  is embedded with in the medicalised 
narrative, and the use of CBT by psychologists often implies reductive protocol-
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driven practice. Indeed, I learned in my AMH placement to employ 'CBT for 
depression' or 'CBT for anxiety', w ith  specified techniques and procedures to 
address specific 'distorted cognitions'. Pilgrim and Bentall (1999) suggest that, 
in its traditional form, CBT is prone to psychological reductionism, as its singular 
focus on individual cognitive processes implies that our construction of reality is 
the problem, rather than reality in itself. Evidently, this is a function of 
application, rather than the therapy itself, but demonstrates that modern 
psychology is heavily influenced by the dominant medicalised narrative of NHS 
services.
Reflection
I  am struck by the multiple influences shaping my own working. My clinical 
practice during my f irs t year largely revolved around individual therapeutic work; 
with no one else 'in the room', I  sometimes overlooked the wider influences 
impacting both upon my clients and my own practice. Such a 'blinkered' view 
could be damaging through allowing assumptions to go unchallenged. I  have 
taken much learning from these f irs t pages.
IMPLICATIONS OF A DOMINANT MEDICALISED NARRATIVE 
Implications for Service Users
Use of a medicalised framework in formulation and intervention is associated 
w ith  a variety of behavioural and emotional responses (eg. Lobban et al, 2003). 
Barker (2002) explores the idea of "illness identity", an integral process w ithin 
which is "search for illness coherence and selfhood". She differentiates between 
the "social nature of the illness experience and the biomedical nature of disease" 
(Conrad, 1987, cited in Barker, 2002), suggesting the implications of 
médicalisation are not simply a linguistic 'turn'.
Power and Disempowerment
Altschuler and Vetere (2004) suggest 'illness' cannot be disembodied from 
issues of power and disempowerment, which seems particularly relevant in the 
context of 'diagnosis'. Indeed, Swain and Cameron (1999, cited in McClimens, 
2007) observe that "the label is sticky on one side only", pointing to the one-way 
nature of this transaction. This was relevant to a client I worked w ith during my 
AMH placement who had been 'given' a psychiatric diagnosis of Borderline
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Personality Disorder, which he rejected. This ascribed an identity 'to' him, albeit 
one he did not endorse, and structured professional responses. Read (2005) 
refers to the "heightened sensitivity, unusual experiences, distress, despair, 
confusion and disorganisation" labelled 'schizophrenia', suggesting the notion of 
these being a constellation of 'symptoms' leads to "destructive pessimism about 
chances of 'recovery'" and avoidance o f discussion around what is actually 
happening in people's lives. For others. Brown and Woodward (1996) suggest 
that médicalisation can provide coherence, meaning and explanation and thus 
greater control over their lives. Indeed, Barker (2002) explored responses to 
diagnosis of Fibromyalgia Syndrome (FMS) and found that the "permissive 
illness narrative" of diagnosis opens possibilities for people to access self-help 
literature and support groups that can empower them to find ways o f coping.
Autonomy and Dependence
Related to issues of power are those of responsibility and control, victimisation 
and dependence. 1 recently assessed a man w ith  a diagnosis of a particular 
syndrome, which was shaping the stories he told about his anger; he perceived 
his aggressive outbursts as inevitable, which frightened him and added weight to 
his feelings of frustration. Indeed, Novaco (1985) suggested that low 
expectations of control over aversive experiences are linked w ith  increased 
anger and hostility. However, in exploring this, we noted that these behaviours 
were, in fact, exceptional and for the most part he retained control but feared he 
could not. I am working w ith  another man w ith a psychiatric diagnosis of 
'interm ittent explosive disorder', which framework has marginalised his 
narratives of himself as an autonomous adult, instead depending on medication 
to manage his 'uncontrollable outbursts'. These examples of service users left 
feeling powerless through professional interventions do not 'fit ' w ith  findings 
suggesting that people favour approaches emphasising inner control for solving 
their difficulties (eg. Kleinke and Kane, 1998; Lobban et al, 2003).
Acceptability o f Experience
It could be argued that médicalisation of distress in turn leads to a reduction of 
the level of acceptability of human experiences. Summerfield (2004) suggests 
that the language of 'mental health' or 'trauma' embodies questions such as how 
much or what type of events person can deal w ith  and still be considered
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'normal'. However, another perspective is that use of a medical framework can 
remove stigmatisation. Barker (2002) noted that diagnosis of MS can provide an 
"invaluable refuge" allowing a narrative for people to talk about their bodies 
inline w ith their "subjective sense" of them, affirming the realness of their 
experience. She alludes to the resulting senses of legitimacy, relief, coherence 
and order for people "in a context where biomedical science is unable to make 
FMS visible", and thus scope for reducing powerful feelings of isolation and self­
doubt. There are parallels w ith a client from my AMH placement who found 
comfort in a biochemical understanding of her depressed mood and 
disconnection from herself following child-birth, as her guilt had enhanced her 
distress.
Isolation and Connection
Viewing a problem medically renders it  an "individual matter", obscuring the 
relevance of the wider social network (Broom and Woodward, 1996); for 
example. Pilgrim and Bentall (1999) point to oppressive social conditions such 
as poor working conditions and unemployment that contribute towards 
psychological distress, yet which cannot be revealed through an individualised, 
medicalised diagnosis of 'depression'. Such an understanding also invites us to 
focus on differences rather than similarities (Fredman, 2006). However, it can 
also open up possibilities to access relevant support networks (Barker, 2002), 
and generate increased social understanding (Broom and Woodward, 1996).
Restrictions and Resources
Altschuler and Vetere (2004) observe that "living w ith illness involves... 
separation from peers and loved ones through hospitalisation", and it  could be 
postulated that such a deficits-based understanding can lead to despair. That 
said, however. Broom and Woodward (1996) also point to the possibilities 
inherent w ith in a medicalised narrative; they observe that "redefining a 
condition as an appropriate object of medical attention makes it  available to 
research and potentially to prevention, alleviation of symptoms or cure" and 
thus engenders hope and optimism.
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Implications for Carers
Vetere [2007) observes that health-related behaviours are "bound-up” in the 
ways that people operate w ith in  families and wider kin groups. W ith a 
predominantly medicalised approach, the role and well-being of family members 
risks being neglected, despite care reforms meaning increasing family role in 
looking after their relatives [Altschuler & Vetere, 2004) and reports that a 
significant proportion of carers experience distress w ith in their caregiving role 
(eg. Barrowclough and Parle, 1997). Barrowclough e ta l (2001) found significant 
relationships between carers' understanding of a number o f dimensions of 
schizophrenia and both 'patient' and 'carer' well-being. Evidently, people do not 
act in isolation and the ways in which clinical difficulties are understood and 
responded to also have implications for the family network. As previously noted, 
there are assumptions bound-up w ith  an illness identity, and these also include 
the nature of family relationships. Perkins and Repper (1998) propose that the 
term 'carer' defines a uni-dimensional relationship, since 'care' is being 'given' to 
an 'ill family-member, and this can perhaps serve to create a 'carer' identity. As 
w ith  an illness identity, this could engender a range of emotional and 
interpersonal responses.
One dimension considered by Barrowclough et al (2001) was that of "subjective 
burden", a description of perceived negative consequences of the carer role. 
During my AMH placement in a Continuing Needs Service, I conducted a pilot 
assessment of the needs of relatives w ith  a family-member w ith  schizophrenia. 
Carers described a range of difficulties associated w ith  their role, and in 
particular the emotional demands. However, I also noted that some felt guilty in 
describing this "burden" to me, as they perceived their relative as "ill" and not at 
fault for these experiences. Barrowclough et al (2001) noted a strong 
correlation between carers' perceptions of the controllability o f schizophrenia 
w ith well-being. Evidently, the meaning carers make of the 'illness' and their 
role are hugely significant. All of the relatives involved were part of a support 
group and viewed this as integral to their well-being; the 'carer-identity' enabled 
them to seek comfort from each other.
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Implications for Other Stakeholders
Academic Researchers
In the scientist-practitioner model, research and practice are co-dependent 
constructs, and Pilgrim and Bentall [1999) observe that the nature of diagnosis 
influences the content of research. For example, the diagnostic category of 
'depression' allows neither exploration of specific cognitive and behavioural 
mediators, nor of the wider social context.
Multi-Disciplinary Team Working
Patel et al [2000) suggest that health-care delivery is organised according to 
individual team roles and functions w ith in a hierarchical structure, yet that this 
same hierarchy is not observed between disciplines; input was sought across 
domains where necessary. Adherence by psychologists to the dominant medical 
narrative could be seen to 'blur' these professional boundaries, since it 
represents a transgression of the typical ethos of psychological thinking. As a 
consequence, opportunities to advocate psychological factors w ithin teams risk 
being lost and this has led clinical psychologists to consider their own 'specific 
contribution'.
However, use of shared philosophies can promote joined-up working. The NHS 
has supported use of 'care pathways' to improve service delivery (DoH, 1998); 
an example of this is the Dual Diagnosis Good Practice Guide (DoH, 2002), which 
advocates "mainstreaming" 'treatment' of co morbid severe mental illness and 
substance misuse in service and suggests this can only work i f  agencies work to 
focussed 'definitions', referring again to the shared language of diagnosis. 
Evidently, there are tenets of adhering to the dominant narrative that can be 
useful.
Reflection
As I  started writing about potential implications fo r  service users and carers, my 
biases drew me to citing examples in which medicalised views were unhelpful. 
However, as I  went on to notice alternative perspectives, I  realised my initial 
polarised view was unsustainable and that a medicalised narrative could 
sometimes help people to deal constructively with their difficulties. I  realised how 
that in itia l view also risked my devaluing the contributions o f other professionals.
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This leads me to revisit those f irs t examples to consider where the 'problem' really 
resided. In all o f those examples, there was something 'unwanted' being 'imposed' 
upon an individual and this act seemed more fundamental than the content o f 
what was 'prescribed'. I  am interested to explore this further.
EXTERNALISING 'EXPERTISE' AS THE 'PROBLEM'
W ithin narrative philosophies, 'problems' are the "discourses that have the effect 
of specifying truths and narrow ways of being for people" [Zimmerman and 
Beaudoin, 2002). The 'problem' can therefore be externalised from the person, 
rather than being an inherent part o f them. In my reflections, I noted that 
médicalisation did not represent a problem in itself; the difflculty arises when 
this is experienced as 'tru th ' and becomes oppressive. Thus the 'problem' 
becomes 'expertise', which is not a central tenet to médicalisation but often 
accompanies it. Indeed, Brown and Woodward [1996) explored meanings 
people made from their encounters w ith  doctors and found that an 
"authoritarian" approach, demonstrated through control of information and 
meanings, was perceived most unhelpful and damaging.
Reflection
I  wonder what 'expertise' might look like. My image is influenced by my dôminant 
narratives around gender, age and class as I  envisage an older man wearing tweed 
trousers and thick glasses. He is sitting in a leather chair and reading a broadsheet 
newspaper. He has a smug facial expression and says "I know best".
Implications of'Expertise'
Mendez et al [1988, cited in Strong, 2002) w rite that "any claim to objectivity is 
an absolute demand for obedience" and this encapsulates the power differential 
that 'expertise' commands. 'Expertise' privileges the "therapist's monologue" 
above reciprocal dialogue [Strong, 2002) and does not listen, which can lead to 
central aspects of an individual's experience remaining unrecognised; indeed. 
Pilgrim and Bentall [1999) observe that "a lay person's experience of distress 
occurs w ith in the context of their unique biographical frame of reference", and 
this cannot be captured "at one moment in a clinical setting using a type of lens 
owned by the diagnostician". 'Expertise' demands that problems become 
experienced as 'truths', lim its perceptions of available choices and obscures
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abilities, competency and agency. 'Expertise' can be equally problematic when it  
steps into team-working. Vetere (2007) refers to the "multilayered spirit of 
practice in modern health care systems" and observes that "no one discipline or 
system of thought has all the answers". However, 'expertise' can impact upon 
effective communication between professionals w ith different vantages.
Reflection
/  am considering my clinical development and my comfort now in holding a 
position o f'no t knowing' relative to that during my AMH placement I  fe lt acutely 
anxious in advance o f seeing my f irs t clients and fe lt 'put on the spot' when an 
'answer' was being asked o f me that I  'should' be able to provide. My anxiety to 
maintain 'expertise' was detrimental to my clinical practice and potentially 
disempowering to my clients. The anxiety of'expertise' turned to resentment and 
self-doubt as the placement progressed and led me to question my worth as a 
potential clinical psychologist.
This makes me think again o f the client who disagreed with the given p^chiatric  
diagnosis o f Borderline Personality Disorder. He told me his difficulties were "pure 
anxiety". Perhaps this was also some reference to the "pure anxiety" of'expertise', 
who fe lt threatened by his determination to assert fo r  himself the causality o f his 
difficulties. Certainly, the more he disputed his 'diagnosis', the more fervently it  
was applied to him. I  regret that I  paid him a disservice through hearing the voice 
of'expertise' more loudly than that o f his personal experience. 'Expertise' can seem 
powerful sometimes.
'COLLABORATION' AS AN ALTERNATIVE STORY
In considering implications for practice, 1 looked for exceptions and unique 
outcomes that can be used to create a new narrative of 'collaboration', and was 
drawn towards systemic and post-modern ideas; Fredman (2006) observes that 
"collaborative" is a key word associated w ith systemic practice. This is 
applicable both to working w ith  service users and carers and w ith in the wider 
system.
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Co-constructing Meaning in Therapeutic Relationships
Strong [2002) suggests that the roles of 'therapist' and 'client' are cultural 
constructions that place constraints on the "meaning-making possibilities" of 
therapy, and "to be an "expert" discursive therapist involves competence in 
hosting resourceful conversations of possibility, not certainty", which 
competence is not the same as knowledge-based expertise advocated by 
traditional 'scientist-practitioner' approaches. This invites us to take a position 
of curiosity and 'not knowing', which differs from 'I don't know anything' 
[Andersen & Goolishian, 1992, cited in Freedman & Combs, 1996), our 
knowledge residing in the process of therapy rather than in the content and 
meaning o f people's lives. Systemic practices thus represent a powerful 
exception to 'expertise', the aims of which are to create a context for change by 
using language to create 'space' to notice other practices or engage in new ones - 
a "resourceful dialogue" [Strong, 2002). Such techniques, whilst central to 
systemic practice, are equally applicable to other therapeutic models. Given the 
developing role of psychologists in supervising other professionals [DoH, 
2007b), it  w ill be of interest to see how these issues are negotiated. Evidently, 
psychologists play a key role in encouraging formulation above diagnosis, but I 
imagine there w ill be a risk of this becoming increasingly protocol-driven rather 
than collaborative.
Promoting a'Recovery'Focussed Approach
NWoW [DoH, 1997b) points to the need for a 'recovery' focussed approach in 
teams that advocates collaborative, client-focussed work engendering maximum 
choice and control. W ithin such an approach, 'recovery' is of valued and 
meaningful roles rather than in the medical sense of 'getting better' from the 
signs and symptoms of a disorder. Care-planning is shifting towards becoming 
more collaborative, w ith  medical 'treatments' an agreed and informed choice as 
part of a more holistic plan. The guidance points to a range of options for 
collaborative care-planning. There is some evidence o f this occurring in teams; 
Myers and Midence [1998, cited in Vetere 2007) note that this is reflected in a 
move with in the literature from a position of advocating 'compliance' w ith  
medication, through 'adherence' to 'concordance', which marks an evolving shift 
away from 'expertise'.
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Service User and Carer Involvement
NWoW suggests that service users and carers need to claim their authority as, 
"experts by experience" (DoH, 2007b), and this is also endorsed by NICE 
guidelines. Service users and carers are in a key position to recognise important 
issues and can take a range of roles w ith in practice and service development, 
leadership and management and direct practice involvement. Fraenkel (2006) 
observes that this requires that intentions be 'cut-back' should plans become 
over-burdening for families, and this is evidently an important consideration. 
However, psychologists play an integral role in supporting people to find a voice 
and raise awareness to other professionals of the possibilities for service user 
and carer involvement. In my current placement w ith  people w ith learning 
disabilities, I am conducting focus groups w ith  user and carer representatives to 
discuss their ideas around how they can become further involved in the 
development of the psychology service, as this appears to have been neglected.
Working with Multiple Preferred Identities within Teams
NWoW (2007b) suggests that psychologists have the "greatest ambivalence" 
about team-working because they are most likely to see it  as conflicting w ith 
their own professional identification. However, we are also well-positioned to 
notice and work w ith the diversity of perspectives, skills and goals held across 
the team. An objective in the Generic Professional Practice Guidelines (BPS, 
2007) is promotion of a greater sense of coherence between professionals and 
agencies to develop a shared view of their work.
CONCLUSION AND REFLECTIONS
I have arrived at a position that challenges my own 'reflexive putdown' of 
médicalisation, whilst not discarding my concerns. 1 have suggested that the 
context of the NHS provides a dominant medicalised narrative w ith in which 
individuals and teams operate, and the positions we take w ith regard to this 
shape our 'identities'. Whilst it  was beyond the scope of this essay to discuss 
these, 1 have alluded to collaborative modes of working that enable people to 
maintain their preferred identities, medicalised or not.
There are constraints to collaborative working and the voice of 'expertise' 
remains powerful. However, clinical psychologists are well-placed to promote
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alternative conceptualisations through challenging dominant discourses and 
modelling different modes of working. I have presented a parallel process here 
through utilising an alternative approach to the 'traditional' essay framework. 
Whilst my use of a narrative framework represents a deviation from my usual 
style, embedded w ith in the social 'norms' of academic essay-writing, I have 
found it  a powerful way of engaging w ith  the material and of grounding it  w ith in 
my own development.
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THE INITIAL'PROBLEM'
The aim of the problem-based learning (PEL) exercise was to explore a 
"Relationship to Change", considering the meaning of change and transition for 
ourselves and our clients. It aimed to promote co-operative working, reflective 
practice and transferable skills. Other than these guidelines, the task was not 
prescribed, and the approach of each group corresponded w ith  its own 
experiences. The task was presented on the second day of training and 
culminated in a presentation at the end of the teaching block.
OUR APPROACH
Initially, we were struck by the ambiguity of the title  and had some difflculty 
interpreting it  and determining our stance. Whilst I imagine this to have been 
true to an extent across groups, 1 wonder whether some of those difficulties 
resulted from the composition of our academic backgrounds; a substantial 
proportion of our cohort hold postgraduate qualifications, yet this is not 
represented w ith in our group. It may be that our previous learning experiences 
have been more concrete than others, and that we struggled more w ith the lack 
of clarity here.
This may have contributed to our resulting focus upon our own experiences of 
change over the first weeks of training, as a concrete topic not requiring a huge 
shift in outlook. Evidently, this choice was also determined by the tim ing of the 
task at a stage when people were anxious about training and valued an 
opportunity to share those anxieties. Furthermore, we were aware of the 
diversity of our backgrounds, and perhaps the choice was an attempt at finding 
"common ground". I think it  was successful and provided us w ith a means of 
considering our relationship to change w ith in a context that was palpable to us.
Having decided our focus, we decided to share our personal reflections of the 
first four weeks of training, and to gain the views of the rest of the cohort 
through a questionnaire. Concurrently, we considered the literature 
surrounding change, and selected a model of the stages of group development 
[Tuckman, 1965) w ith  which to compare flndings. The choice of a group 
development model was apt at this stage, as we were then heavily engaged in 
whole-group interactive learning through the Basic Therapy Skills module and
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alert to daily changes in group process. Though it  was useful to have selected 
our focus, 1 feel it  was less helpful to have chosen a specific model to work w ith  
here, as it  meant our reflections became moulded around the theory and its key 
themes of task and group orientation. I wonder whether it  would have been 
more beneficial to leave our reflections open as i t  might have led us to 
encapsulate more of our experiences w ith in them, but I also acknowledge that 
this would have been difficult given time restraints.
It also became apparent to me that using a model of group development served 
in many ways to disregard the individuality of our experiences, and 1 was aware 
that there was some disparity between our accounts that we could not address 
w ith in the constraints of this model. In one respect, we addressed this by 
incorporating elements of other models of facilitating and inhibiting factors of 
individual change (Prochaska et al, 1992; Williams, 1999), which added hugely 
to our content. I feel that we could have focussed more on individuality, given 
the emphasis on person-centeredness in our clinical practice.
The substance of our workload then became presentation design, which 
employed a variety of media including audience interaction and video. We 
identified this as our particular strength, as our presentation was “Certainly 
striking and received much positive feedback.
GROUP PROCESS
An overarching aim of the PEL exercise was to encourage collaboration above 
competition; 1 was left wondering whether this was successfully achieved both 
w ith in and between groups. W ithin our group, there were some very dominant 
individuals who competed to be heard; in particular, a distinct leader surfaced 
early w ith in the exercise, and 1 wondered whether the emergence of this figure 
prompted others to feel the need to establish their place. At this time, people 
were hugely concerned about forming positive impressions, a key theme from 
our reflections, and 1 imagine that some were keen to be viewed in influential 
roles. I th ink this impacted negatively on group cohesiveness, meaning that the 
views represented were those of more dominant figures, w ith quieter members 
withdrawing. In some ways, this pattern of our interactions is concerning, as it 
can be difficult to abandon an established role. We have become aware of this.
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and latterly meetings of our case discussion group have become more inclusive; 
it  was probably useful to have had this early experience in order that we could 
identify the need to change. In terms of competition between groups, I th ink that 
the end result of the exercise being a presentation resulted in our privileging its 
content above addressing issues in group dynamics.
That said, cohesiveness did develop over time; in particular we noted that we 
started working more closely as a group following the making of the video for 
our presentation, as this involved shared enjoyment and feelings of mutual pride 
and achievement. For me, this session was a valuable opportunity to learn from 
other group members who brought some very creative ideas about presentation; 
in particular, I valued others' inclusion of humour as this is not something I 
would have considered.
It was interesting that these dynamics were not stable, and the group became 
less cohesive on those sessions in which we were facilitated, as the addition of an 
extra person served then to disrupt the process of group development.
MY ROLE WITHIN THE GROUP
I realised the extent to which my own attitudes towards learning would need to 
change, both to accommodate this exercise and more broadly to f it  w ithin the 
model of clinical psychology. Specifically, 1 was aware that 1 arrived w ith the 
'scientist-practitioner' style very much embodied with in my approach as a result 
of its emphasis during my undergraduate degree and compatibility w ith my 
personal learning style, and perceived the centrality of reflective learning and 
personal disclosure w ith in this exercise as threatening. This immediately 
impacted upon my role w ith in the group, as 1 resisted rather than embraced this 
new way of thinking and questioned instead my own worth as a trainee. The 
anxiety that this generated strongly impacted upon my early contributions and 
led me to adopt a fairly passive role, both in my verbal contributions and the 
time that 1 afforded to the exercise outside of meetings.
1 came to value the role of reflective practice over the course of the exercise but 
only when we attended to clinical implications of our findings as 1 began to 
accept the worth of the exercise professionally. It is apparent to me that this
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acceptance marked a transition in my role as I then felt more able to participate 
actively, which in turn enriched my learning. On reflection, I am surprised about 
the extent to which I in itia lly privileged the scientist-practitioner above the 
reflective-practitioner model as I do not feel this is paralleled in my clinical 
practice. It demonstrates that individual change cannot be imposed; I needed to 
understand the relevance of a new way of learning before I could embrace it, and 
I need to be aware o f the potential impact of this on future learning.
In terms of the wider impact of these conflicts, 1 feel it  increased the proportion 
of in itia l planning adopted by other group members and perhaps in some ways 
contributed towards the emergence of the strong leader. 1 feel that my position 
as a quieter group member became embedded w ith in  the expectations that 
others placed on me, which did mean that my later move towards a more active 
role may have presented the group w ith  a challenge given the resulting shift in 
dynamics; 1 am not sure 1 perceived such difficulty at the time.
CLINICAL IMPLICATIONS
Five key themes emerged from the exercise that 1 w ill be able to integrate w ith in 
my practice. The first concerned the meaning of change for me, and this was 
something that surprised me. 1 would usually describe myself as flexible and 
open-minded yet the exercise demonstrated the extent to which 1 was resistant 
of a new learning style. Clinically, there would be dangers in privileging one 
theoretical model above another. 1 am aware, for example, that 1 am drawn 
towards using CBT on placement as the model w ith which 1 am most familiar, 
and have been conscious of needing to overcome my resistance to other models 
on occasions where they have been more appropriate.
The second theme was a better understanding of the process of change and the 
ways in which that might impact on clients' engagement in therapy. As 
mentioned previously, the exercise demonstrated very effectively that change is 
not something that "happens to us" but that we need to take an active role. A 
client w ith  whom 1 am working on placement is desperate to achieve symptom 
reduction but does not yet feel able to make changes in areas o f her life that 
might afford her such relief, and this must be her personal choice. This does 
pose an ethical conflict in some clinical settings though; part of my placement is
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based with in an Assertive Outreach Team, working w ith  clients who might not 
otherwise engage w ith services. This raises issues because on one hand it  could 
be viewed as unwelcome imposition of change, but on the other it  can minimise 
the likelihood of hospitalisation as an alternative. This dilemma remains 
unanswered for me.
The exercise also demonstrated other significant facilitators and inhibitors to 
change. For example, those who perceive change as challenging w ill experience 
it  as anxiety-provoking, and this was my in itia l experience of being asked to 
change my learning style here. Consequently, I am aware of the extent to which 
my involvement w ith my clients, as an agent of change, could be perceived by 
them as hugely stressful and that managing these feelings is central to the 
process of therapy. Our questionnaire findings suggested social support, 
information and expressing feelings to have been most helpful in starting 
training, and it  is likely that these areas can be addressed in therapy to minimise 
such distress.
The th ird  theme surrounded individuality of experiences; whilst there was much 
overlap in our accounts of those first four weeks, there was equally much 
disparity. Difference is inevitable given the diversity of our prior experiences, 
but the extent to which perceptions of the same event could differ was striking, 
including perceptions of the group process. The challenge we experienced was 
in ensuring that all experiences were heard, which I am not sure we fully 
achieved. This demonstrates the challenges that services can face in working 
w ith  diversity, in terms of accommodating a range of beliefs and values that stem 
from a variety of social and cultural backgrounds. The importance of this was 
emphasised by some members of the group withdrawing when their views were 
not recognised, in the same way that clients might disengage from services if  
diversity is not celebrated.
The fourth theme stemmed from the difficulties we experienced in bringing 
together a diverse group of individuals w ith distinct agendas. This has evident 
parallels w ith  working in a multi-disciplinary team, and the difficulties of 
effectively managing the various professional vantages effectively. I w ill need to 
develop this understanding further over the course of my training. The process
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issues in the group are also applicable to the development of therapeutic 
relationships in that our relationships clearly took time to form, w ith  a marked 
progression in this development, loosely following the model of Tuckman (1965) 
in terms of 'forming, storming, norming and performing’. Whilst our findings 
described group development, 1 imagine in some ways they could be applicable 
to individual therapeutic relationships.
The final theme surrounds the relevance and importance of reflection, which 1 
feel 1 have adopted as an invaluable part of my professional toolkit, in terms of 
improving quality of care, stimulating personal and professional growth, and 
closing the gap between theory and practice.
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INTRODUCTION
Problem-Based Learning (PBL) has been defined as "an interactive learning 
process that is motivated by a real-life problem, and engages individuals through 
conceptualisation, investigation, knowledge sharing and reflection w ith  the 
ultimate aim of providing workable solutions w ith  a wider impact on a given 
context" (Yeo, 2007). This exercise asked for consideration of a situation in 
which a psychologist is asked to undertake a risk assessment and possible 
rehabilitation plan for the 'Stride' children in the midst of child protection 
proceedings.
The tim ing of the task was hugely significant for me. Having returned to training 
after a year away, it  engendered my first encounters w ith a new cohort and first 
academic exercise since my failed submission that pre-empted my departure. I 
was thus anxious to make a 'good impression' and avoid further failure but also 
motivated to engage in the process and fully utilise the opportunity I had been 
re-afforded.
FRAMEWORK AND RATIONALE
Our group made extensive use of metaphor in our conceptualisation of the 
problem and in illustrating ideas during the presentation. Abbatiello (2006) 
describes the powerful role of metaphor therapeutically in extending "the 
boundaries of beliefs about thinking" and I found it  equally compelling here. I 
was motivated to continue w ith  that theme here by using our metaphor of 
Russian dolls to convey 'containment' in structuring my writing. An observer of 
our presentation commented that the Russian dolls had made them th ink about 
the wider contexts in which the family and 'problem' were embedded; I present 
a parallel structure here. I w ill in itia lly consider the exercise itself ('the family') 
and then consider the evolving contextual layers and their importance w ith in 
practice. I w ill reflect on my personal learning throughout.
THE INNER LAYER: THE FAMILY (Consideration of'The Problem')
In approaching the exercise, I was most struck by the overwhelming complexity 
of the situation and imagined how equally overwhelmed the family might feel. I 
felt the voice o f the family had been neglected in the midst of the array of 
professionals 'supporting' them, each w ith  their own vantages and priorities. I
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was reminded of an exercise in which I participated in a previous employment 
that was designed to illustrate the importance of multi-agency working for 
families of children w ith complex needs. A volunteer had taken the role of the 
parent and other delegates were given a role relative to that parent. Each in turn 
relayed their role to the 'parent' together w ith a balloon representing 
themselves. Ultimately, the task of keeping the balloons afloat became 
impossible. I found this exercise hugely powerful but given the time that had 
elapsed since then, I felt it  was significant I remembered it  here and thought my 
sense of this family being overwhelmed and overloaded was important.
Indeed, there were many examples in the exercise of the family being 
disempowered by systemic failures in adapting practices to take into account the 
needs of the parents. I was already aware of the potentially disempowering 
nature of services but this exercise has heightened that awareness and 1 have felt 
acutely sensitive to that in my current placement w ith  people w ith  learning 
disabilities.
I relayed my memories of this "balloon exercise" to the group, who found it 
equally powerful, and this was instrumental in our decision to consider the 
impact of multi-agency working. In one sense, this might mean we lost the voice 
of the family in our approach, which was feedback we received following our 
presentation. However, this reflected reality; the 'inner layer' of a Russian doll is 
also the smallest and most hidden. Our approach enabled us to deconstruct the 
system and consider how that inner layer might become so marginalised.
THE NEXT LAYER: THE CLINICIAN (Personal Reflections)
I was struck by the degree to which the themes of child protection and adoption 
resonated w ith my personal experiences and how this influenced my perception 
of the 'problem'. Elkaim [1997, cited in Jensen, 2007) suggests that "resonance 
occurs when the same rule or feeling appears to be present in different but 
related systems". This statement captures both the sim ilarity and difference 
inherent in resonance, which affords both insight and risk. My personal beliefs 
are that adoption does not necessarily infer a better outcome for children, which 
has been recorded in outcome studies [eg. Brodzinsky, 1993; Collishaw et al, 
1998). I was thus aware of my bias towards wanting to keep the family together
Volume One: Academic Dossier
56
Problem Based Learning Reflective Account II
and of the danger that I might minimise the risks of so-doing. I find the potential 
for unwittingly causing harm through not attending enough to the impact o f my 
own experiences hugely anxiety-provoking and found the opportunity to 
consider these issues invaluable.
THE NEXT LAYER: THE TEAM (Group Process)
I was in the unique position o f being able to compare our in itia l discussions w ith 
those I had been part of a year previously, and was curious about the differences 
in focus. My original group discussed the capacity of people w ith learning 
disabilities to parent and the implications for children of intellectually exceeding 
their parents; I found this focus on disability above ability hugely stigmatising. 
Anticipating this group also focussing upon this aspect of the problem, I was 
prepared to challenge some of those stereotypes. As it  was, we in itia lly 
considered instead the relative risks of witnessing domestic violence and those 
of becoming part o f the looked-after system, which I felt represented à richer 
appraisal of the complexities of the situation than sole consideration of cognitive 
ability. It is interesting that different groups and teams focus on such different 
elements of a problem and I wonder how affects interdisciplinary 
communication. I felt pleased to have joined this group and the first session felt 
positive.
However, this was an unsettling time for the group given my arrival and the 
concurrent departure of another member. I felt uncertain about how to manage 
this. I was in itia lly motivated to mask my feelings o f vulnerability by exerting 
control and taking a dominant role; in our first meeting, I organised arrangement 
of furniture, took the minutes and delegated tasks. I recognise the function of 
these behaviours in managing my anxiety but realise it  might have been wiser to 
have acknowledged those vulnerabilities about being 'adopted' into a new group 
and let myself be contained by others as I wonder whether my behaviours might 
have been perceived as threatening. In therapeutic groups, Yalom (1970, cited in 
Rosenthal, 2005) suggests hostility to a new member is inevitable, and Rosenthal 
(2005) goes on to observe ways in which groups might act to 'destroy' a 
newcomer. I am sure my arrival did provoke uncomfortable feelings and my 
in itia l attempts at taking a more active role probably intensified these. Whilst I 
did not experience the group as actively hostile, I started to feel unsettled and
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aware of my status as an 'outsider'. For example, in our second meeting my 
suggestions were met w ith reminiscences about how tasks had been performed 
previously, discounting my experiences from my own first year.
Interestingly, we have since discussed our respective roles during this exercise 
and these were not observations that were fed back to me. I am motivated to 
explore whether my reflections here are more indicative of my own anxieties 
around hostility and attack or of real unspoken feelings. That said, as a group we 
have talked openly about many issues and I suspect that, had my behaviours 
been seen as overtly threatening, this would have been commented on. Instead, 
it  was observed that my early 'organisational' role and conscientiousness gave 
the group 'permission' to address the academic demands of the task without fear 
of being seen to be "trying too hard". I welcomed this feedback; my return 
encompassed a personal theme of 'redemption' and I was pleased my efforts 
were acknowledged.
Roles of other members were unclear to me during the PEL exercise and 1 have 
better understood them in the evolving context of the Case Discussion Group 
than during the timeframe of this task. This stemmed in part through 
channelling my energies towards getting to know individuals, meaning I was less 
able to attend to the dynamics between members. However, I th ink it  also 
resulted from our shift in focus away from the task towards discussion of the 
departure of another group member and the feelings of loss, anger and guilt this 
evoked. As I knew little  of the history of the group and inter-group relationships, 
I found it  difficult to participate in these discussions and felt a little  excluded. 1 
sensed this departure triggered a range of emotional reactions that we only 
started to explore here and felt curious about the background to those. I was 
also left wondering what reactions my own departure had generated.
I attend to our approach to the task at the very end of this section, which reflects 
its perceived priority at the time in the midst of shifting group membership; the 
family was neglected in favour of team-based 'politics'. Despite our intentions to 
work cohesively, this was beyond the scope of time and tasks were completed 
outside of the PEL space. In the event, I th ink it  was important we prioritised the 
time to reflect on those feelings evoked by the changes; the group seemed
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'fragile' and these discussions have enabled subsequent growth. Indeed, Kelly 
(2001) observes the importance of emotional activity in a group upon its 
development.
THE OUTER LAYER: THE WIDER SYSTEM (Presentation to the Cohort)
Our task-based discussions revolved around containment and resilience, and 
these were the ideas that shaped our final presentation. Starting w ith my own 
"balloon exercise", we considered how overwhelming feelings on the part of the 
system can be contained and managed using a 'team model o f resilience' 
(Padeslg, 2007). We planned to illustrate this w ith  a 'real-life' example of these 
concepts in action but the member presenting this was absent on the day of the 
presentation. I felt our presentation was the most unique of the four, reflected 
both in our use of powerful metaphors and in our topic choice. We felt proud of 
our efforts and I certainly felt much more included at this stage. Indeed, we were 
presenting a 'team model of resilience' both in theory and practice; we had been 
faced w ith numerous challenges as a group yet had come together to produce 
such a compelling presentation.
Team cohesion is evidently crucial in effective service delivery, yet in this 
exercise there were such a range of professionals working around the family, 
taking such different positions. It made me wonder about the expectations 
professionals can have of parents, such as demanding consistency despite 
grappling w ith  it  themselves. As a group, we were able to organise a cohesive 
presentation despite our own in itia l lack of cohesion but, given the small-scale 
nature of the task, I wonder how possible this would be when working w ith in 
the wider system.
CONCLUSION
The themes of containment and resilience were reflected at every level of the 
system here, and it  is interesting that each layer of the Russian doll experiences 
similar difficulties. We sensed that the inner layer - the family - had been 
overwhelmed, and this account reflects how such overwhelming feelings can 
also be experienced at the levels of the clinician, the team and the wider system. 
The needs of each level needs addressing in order to meet the needs of that most 
inner layer.
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Despite the task outline pointing towards the potential for containment and 
resilience not working, I th ink our experiences of the exercise demonstrate a 
working example of those concepts in action. As an individual, I felt hugely 
unsettled at the start of this exercise in joining a new cohort. As a group, we 
were 'fragile' and managing the feelings evoked by loss and beginnings. Yet we 
were able to produce a presentation that was extremely effective and well- 
received. I have learned a huge amount about the importance of identifying and 
reflecting upon difficult and unsettling feelings, and how effective 
communication is central in containing those for individual clinicians and, in 
turn, service users and carers.
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INTRODUCTION
This account considers a group approach to the hypothetical case o f Mr Nikolas, 
referred to the psychology department for assessment of his memory problems 
in the context of a complex family situation. I reflect here upon our approach to 
the exercise and the thinking that led us to formulate using two separate 
psychotherapeutic models, considering some of the potential practice 
implications. I then reflect on some of the group process issues, staying mindful 
of my personal learning throughout.
REFLECTIONS ON THE 'PROBLEM'
Approaching the Exercise
I was in itia lly overwhelmed by the volume of presented information in the 
exercise. I was nearing the end of my child and families placement and found 
myself comparing the level of information I gained in my assessments to that 
proffered here, doubting myself through comparison. In a review of sources of 
stress in clinical psychologists, Cushway and Tyler (1996) observed professional 
self-doubt to be a key trigger. However, I was able to recognise my 
'overwhelmedness' as representative of the complexity of the case, 
demonstrating my development since starting training: I recall feeling 
overwhelmed by our first PEL exercise, 'Relationship to Change' but not being 
able then to normalise those doubts. Indeed, we generated so many hypotheses 
as a group that ideas became lost as more were generated.
The process of organising our thinking around tentative hypotheses is integral to 
formulation. However, the risk here was that the complexity of the situation and 
our volume of ideas would have the opposite effect and keep us 'stuck'. 
Certainly, we struggled w ith  motivation and moving forward in our early 
sessions. We noticed the parallel w ith  the family, who had become stuck in crisis 
w ith  nobody in the professional network to move them forward. Our experience 
of 'losing' our good ideas m irrored a theme we noticed in the family of individual 
identities and voices becoming lost amid the bigger family picture; for example, 
Mr Nikolas's cultural identity had been lost in the family story of his father being 
English.
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Interestingly, despite noting this theme of 'things unsaid', there was a crucial 
aspect of the case information we in itia lly disregarded. In revisiting the 
genogram and adding supplementary information from the text, we noticed Mrs 
Nikolas had conceived and borne Alexander at the age of fourteen and outside of 
marriage. Our in itia l response, perhaps influenced by our assumptions around 
meanings of 'family', was to dismiss this as a mistake. However, as we stopped 
to reflect on that a new meaning emerged. The idea that a teenage girl might 
have given birth had become momentarily 'unthinkable' - in a decade when the 
UK has the highest rate of teenage pregnancy in Western Europe (Population 
Action International, 2007): the terror then for Mrs Nikolas in the 1960s, w ith 
the additional meaning this might have had with in her faith and family context, 
could have been overwhelming w ith profound repercussions for ensuing 
relationships and family scripts.
Being able to th ink about that 'unthinkable thought' and its implications for the 
family became a 'catalyst' for us, enabling us to move from feeling overwhelmed 
into action. It made me wonder what else we might safeguard ourselves against 
as therapists - what else becomes 'unthinkable'. I have found the implications of 
my assumptions to be very much in the spotlight in my current placement in 
systemic family therapy. I am coming to notice those influencing the questions I 
ask and omit, whose perspective I privilege in a given moment and the relative 
'space' I create for different family-members. I admit to sometimes feeling 
shocked by my 'presence', by virtue of my assumptions, in the therapeutic 
encounter but regard my capacity for self-reflection as the most integral aspect 
of my longitudinal development as a psychologist. Fife and Whiting (2007) 
suggest that "value-free therapy" is not possible as individual humanity w ill 
traverse any human encounter, observing the need for ongoing dialogue about 
the implications of this. Our dismissal of such a key event here is a case in point.
As a result of this new information, we were able to formulate using two 
different models: psychodynamic and systemic. Our psychodynamic formulation 
focussed on the unconscious psychic processes that might be organising the 
behaviour of Alexander. We noticed that many of the family conflicts appeared 
to arise from Alexander's reactions to his parents' divorce, which we 
hypothesised might stem from conflicts arising in him from having been
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conceived 'illegitimately'. It is beyond the scope of this account to expand 
further here but I w ill elaborate on the development of the systemic formulation; 
this imbalance reflects my current learning needs, though I also acknowledge a 
professional leaning.
Development of the Systemic Formulation
I felt excited about the opportunity to make links w ith  my placement reading 
and volunteered to develop this formulation, drawing from hypotheses we 
generated as a group. On placement, I was immersed in ideas of context and 
meaning, and became interested in the application of Co-ordinated Management 
of Meaning (CMM; Pearce & Cronen, 1980) theory here. CMM focuses on how 
construction of meaning is contingent on the management of multiple 
interrelated levels of context. We were struck by the meaning of the historical 
context - how the potential shame around Alexander's b irth might have 
organised the meaning attributed to the importance of a "traditional family unit". 
We hypothesised that Mr and Mrs Nikolas's marriage served to restore 
'legitimacy' prior to the birth of James and that perhaps their later divorce and 
arrival of Mrs Edwards into the system inferred the 'stain of illegitimacy' again. 
W ithin these layers of context, the speech act of Alexander calling his mother a 
"whore" when she started dating another man was extremely loaded. —
Jackson (1957) suggests individual 'symptoms' serve a function o f stabilising a 
family system in a state of homeostasis. The 'problem' was conceptualised as 
being that focus on Mr Nikolas's memory problems was serving to maintain the 
family as a "traditional unit", w ith responsibility for his affairs passing to his first 
wife. They had become unable to manage the entrance or exit of members 
because defending family integrity and maintaining a "traditional unit" had 
become non-adaptive. We developed a 3-part model of formulation (Carr, 1996) 
positing that the problem was maintained by location of power w ith in the family 
rather than the individual, so an individual taking action towards change - for 
example, seeking a new partner - was met by the system taking action to regain 
homeostasis. We identified constraining beliefs that personal happiness is 
secondary to family duty and the family was only "legitimate" i f  operating as a 
"traditional unit". I enjoyed constructing this formulation and it  gave me a 
confidence in my grasp of the application of systemic theory to clinical practice.
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Implications for Practice
In our presentation, we shared our formulations and went on to debate their 
relative efficacy. The interventions that would ensue from each are w ild ly 
different and we could not close our debate w ith any resolution. Clinically, this 
might come down to preferred coping styles, family engagement, expressed 
preferences and anxieties, and the professional skills-base. That said, neither 
formulation attended to the expectations of the system or even to the referral 
question! Mr Nikolas was referred for assessment of his short-term memory 
problems yet we presented a case for family therapy or individual therapy for 
his elder son!
Perhaps this reflects natural tensions in our work and pressures we experience 
in formulating according to others' expectations. I thought about the potential 
for those perspectives to influence our formulations, w ith the risk that power 
differentials can lead us to privilege a particular position. I considered instances 
in which the views of the referrer, service and family-members might be 
privileged above those of the client. 1 was reminded of a gentleman I assessed 
during my Adult Mental Health placement who was referred regarding 
numerous instances of prolonged screaming and shouting at his neighbours. His 
GP and psychiatrist were questioning whether he had a psychiatric disorder, his 
mother recounted his "obsessionality" and numerous psychiatric assessments 
had been conducted. 1 worked collaboratively w ith  him to develop an 
understanding of his difflculties in the context of adjustment to his visual 
impairment and life-long difflculties w ith social communication. It was very 
difflcult to share this w ith  his network and to challenge the dominant psychiatric 
perspective. I have learned the importance of ongoing dialogue w ith the 
professional network in facilitating change and think that would be imperative in 
the case of Mr Nikolas.
To the extent that it  didn't address the referral question, our approach would 
probably not be a credible representation of how we would actually approach 
this situation but for me that was a real value of the exercise: the opportunity to 
th ink broadly around clinical issues w ithout service constraints, leaving the 
theoretical, professional and ethical issues open for examination and allowing 
real creativity.
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REFLECTIONS ON GROUP PROCESS
This was our fourth - and last - PBL exercise, and I am aware of my evolved 
understanding of group processes in that time. I now privilege thinking about 
'positions’ as a dynamic alternative to the more static concept of 'roles' [van 
Langenhove & Harré, 1999). I actively positioned myself as an 'expert' in 
systemic thinking here, despite not feeling wholly comfortable owning that 
expertise. I wonder whether clinical training gives us a vocabulary to speak w ith 
more 'authority' than warranted sometimes. I am developing a capacity in my 
therapeutic relationships to own some expertise - in facilitating conversations 
about possibility and creating contexts for change - whilst holding the reality of 
'not knowing' and maintaining curiosity. Perhaps this is more difficult w ith 
colleagues, when pressure to offer "an authoritative and constructive counter­
balance to the 'medical model"' (British Psychological Society, 2007) might lead 
us to take a position o f pseudo-certainty in a situation that would otherwise 
invite a greater acknowledgement of uncertainty. Perhaps this was partly a 
function of the diversity w ith in  the group and it  being a shared exercise w ith 
second-year trainees; indeed, I noticed the other third-year trainees spoke w ith 
similar 'authority' and perceived a level of forced positioning here by virtue of 
feeling expected to 'know'. Whilst acknowledging the risks of not owning 
limitations, the opportunity to claim some expertise was useful preparation for 
thinking about how to negotiate those issues as a Band 7 Clinical Psychologist in 
October.
I am wondering whether the positioning in the group, and in particular the 
positioning of 'expertise' in the third-year trainees, affected the distribution of 
work-load and the nature of the tasks taken by different individuals. For 
example, I noticed that the second-year trainees took on more of the 
'administrative' tasks, such as compiling together everyone's contributions and 
devising the powerpoint slides for the presentation, whereas the third-year 
trainees offered more of the theoretical content. I perceived myself at the time 
to have taken on a disproportionate level of the work of the group by virtue of 
having taken relative 'ownership' of developing the systemic formulation. 
However, in w riting this account I am considering that perhaps my perception 
here was influenced by the higher value I loaded onto the theoretical tasks 
relative to the 'administrative' ones, thus inflating my own contribution.
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Interestingly, Savitsky et al (2005) observe that group-members typically over­
estimate their own contribution to collaborative endeavours. I would be 
interested to hear from other group-members how they perceived the 
distribution of work-load.
I was interested that nobody in the group took the position of 'leader'. Perhaps 
this contributed towards our sense of being overwhelmed in the early stages of 
the exercise. Whilst splitting into sub-groups enabled the work to progress more 
quickly, we felt somewhat disjointed as a group and could have benefited from 
leadership. I wonder whether there was a weariness about 'another' PBL 
exercise but I th ink it  also reflects the chaos of the case in itself. That said, we 
produced an effective presentation w ith extremely positive feedback, so perhaps 
our group process was 'good enough' for the task required of it.
My learning from this exercise has been rich; I look forward to translating this 
into practice in the autumn.
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SUMMARY OF CASE DISCUSSION GROUP 
PROCESS ACCOUNT I
Year One 
July 2006
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The account reflected upon group composition, discussion content, group 
process and my role w ith in the group.
The diversity of the group was discussed and there was consideration o f its 
impact on the development of cohesion w ith in the group, given the clinical view 
that homogeneous groups tend to develop cohesion more rapidly (Lieberman et 
al, 2005). The influence of the power differential created by our facilitator on 
group development was also discussed.
The evolving nature of content discussion was explored. The early use of the 
space as a place to Vent’ at the start of the year was noted. There became 
increasing discussion of clinical cases, w ith  a shift over the year from imparting 
knowledge to seeking input as the atmosphere became safe enough to disclose 
'not knowing’. The value of the space in facilitating personal and professional 
development more broadly became more apparent as the year progressed.
Reflections on group process drew on a model of group development proposed 
by MacKenzie (1997). It was suggested that early behaviours in the group such 
as impression-management, emotional control, competition and conflict were 
typical early stages in group development and would provide the group w ith 
those "experiences required to develop a deepened sense of group membership 
and participation".
Discussion of my role in the group centred on conflicts that inhibited my early 
engagement w ith  the group w ith  particular reference to the challenges of 
personal disclosure, the personal-professional distinction and reflective practice. 
My personal learning and clinical implications were considered.
REFERENCES
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SUMMARY OF CASE DISCUSSION GROUP 
PROCESS ACCOUNT II
Year Two 
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This account reflected on my experience of having joined a new group following 
time away from the programme. Given my emphasis in the previous account 
upon the personal-professional distinction and challenges of personal disclosure, 
these themes were taken up again in this account together w ith my own 
highlighted learning need to reflect on reactions to loss and endings.
The first theme was ‘new beginnings -  and endings'. The changing membership 
of the group, w ith the simultaneous arrival of myself and departure of another 
member, was reflected upon. Consideration was given to group reactions to new 
members [eg. Rosenthal, 2005). The personal resonances of this were noted.
The second theme was 'being known' and the developing role of the group in 
facilitating a space for personal sharing was noted. The role of self-disclosure in 
the development of group cohesion and intimacy was discussed [eg. Yalom, 
1995), together w ith the role o f the facilitator in helping to create this 
atmosphere through a process of modelling.
The th ird  theme was 'personal-professional links'. Discussion focussed on the 
way in which the shift in enabling group members to be 'known' was mirrored in 
the content and form of case discussions. Cases were brought w ith very 
personal resonance to members. The need for open discussion about private 
experiences that might influence clinical practice was considered [eg. Jensen, 
2007).
The final theme was 'endings -  and more new beginning'. The reaction of the 
group and myself to the loss of the facilitator was considered.
REFERENCES
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CLINICAL DOSSIER
The clinical dossier starts w ith a summary of the experiences gained across five 
clinical placements. (Detailed placement contracts, log books of clinical activity, 
placement evaluations and feedback forms are included in Volume Two).
Summaries of five clinical case reports (one of which was an oral presentation of 
clinical activity) are presented in order to demonstrate some of the clinical work 
conducted on placement. These reports represent a variety of presenting 
difficulties and include formulation and intervention using two distinct 
therapeutic models. An extended assessment and neuropsychological 
assessment are also presented. These reports are included in full in Volume 
Two.
All case material in this dossier has been anonymised. All names are fictitious 
and identifying personal details have been changed to preserve the individuals' 
anonymity. This was checked by my Clinical Supervisors. All the individuals 
provided consent (four written and one audio-taped) for their information to be 
used in this way.
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SUMMARY OF CLINICAL PLACEMENT EXPERIENCES
Years One-Three 
November 2005 -  September 2009
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ADULT MENTAL HEALTH (November 2005 - September 2006)
Setting: Placement split across a Primary Care Mental Health Team and
Continuing Needs Service (Assertive Outreach and Rehabilitation and Recovery) 
Clients and Presenting Difficulties: Adults (aged 18 -  73) w ith mild, moderate, 
severe and enduring mental health problems. Presenting difficulties included 
anxiety, depression, OCD, panic, self-harm, antisocial behaviour, psychosis, 
personality disorder, bipolar disorder, alcohol addiction and anger management 
difficulties.
Modes and Types of W ork: Direct work w ith  individuals and couples. Joint 
working w ith  other professionals. Consultation.
Model: CBT
Service Delivery Settings: Out-patient, community and residential settings, 
clients' homes and an inpatient rehabilitation service.
Teaching and Training: Presentation to inpatient service on 'Asperger's 
syndrome and Psychosis'.
Research /  Audit: Service Related Research Project on 'Characteristics associated 
w ith  longevity of care for patients w ith bipolar disorder in a PCMHT' and pilot 
study assessing the needs of family carers when a family member has 
schizophrenia.
PEOPLE WITH LEARNING DISABILITIES (September 2007 - April 2008)
Setting: Specialist Psychology Service for People w ith Learning Disabilities 
Clients and Presenting Difficulties: Adults (aged 19 - 60) w ith  significant, severe 
and profound learning disabilities presenting w ith anxiety, anger management 
difficulties, challenging behaviour, relationship difficulties, psychotic 
experiences, difficulties associated w ith autistic spectrum disorders, dementia, 
trauma, and issues arising from bereavement and loss.
Modes and Types of W ork: Direct work w ith individuals and couples. Part of 
reflecting team in Family Therapy Clinic. Indirect work w ith staff teams 
compiling behavioural guidelines in collaboration w ith staff and conducting 
teaching and training. Set up and co-facilitated a narrative therapy group for 
clients referred for 'anger management' (joint work w ith another trainee clinical 
psychologist) and also set up and conducted assessments for a psycho dynamic 
bereavement group (joint worked w ith specialist counsellor). Provided
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consultation to other professionals and informal supervision to three assistant 
psychologists involved w ith  the setting up of the narrative group.
Models: CBT, systemic and social constructionist, behavioural [including 
functional analysis) and psychodynamic [supervised by a psychodynamic 
counsellor). Psychometric assessments were completed using a range of 
assessment tools.
Teaching /  Training: Departmental presentations on Service User Involvement 
and Intensive Interaction. Teaching to staff groups on Intensive Interaction, 
Team Work, Managing Stress and Challenging Behaviour. Conference 
presentation about narrative therapy group.
Service Development: Development of a visual resource to support use of 
Intensive Interaction in residential services. Focus group conducted w ith  service 
users to explore their views on service delivery and service user involvement 
[findings submitted for publication). A research project was conducted to 
evaluate the implementation of an Intensive Interaction project w ith  a 
residential staff team [jo int work w ith  Speech and Language Therapist).
CHILDREN AND FAMILIES (April 2008 - September 2008)
Setting: Placement split across a Tier 2 Children's Centre for children w ith  
developmental disabilities (principally under the age of five), and a Tier 3 m ulti­
disciplinary CAMHS service.
Clients and Presenting Difficulties: Children and young people (aged 3 -  14) 
presenting w ith  depression, anxiety, panic, self-harm, anger management 
difficulties, attachment difficulties, difficulty adjustment to physical disability 
and developmental needs associated w ith  ASD, ADHD and learning difficulties. 
Modes and Tvpes of W ork: Direct work w ith  children, young people and family 
groups, and indirectly w ith parents and teachers. Consultation to a CAMHS 
practitioner in a Looked After Children service.
Model: Integrative (using CBT, behavioural, narrative and systemic ideas). 
Teaching /  Training: Departmental presentation on ‘Adapting CBT for Children 
and Young People'.
ADVANCED COMPETENCIES (September 2008 - March 2009)
Setting: Specialist outpatient Family Therapy Service in Adult Mental Health. 
Additional work in a specialist neuropsychological assessment service.
Volume One: Clinical Dossier
79
Summary of Clinical Placement Experiences
Clients and Presenting Difficulties: Adults [aged 19 -  66) w ith severe and 
enduring mental health difficulties, their partners and families. Presenting 
difficulties included alcohol addiction, depression, anxiety, bipolar disorder, 
psychosis and reactions to trauma.
Modes and Types of W ork: Family Therapy: 1 worked as lead therapist, co­
worker and member of the reflecting team. 1 also undertook CPA work and 
consultation to other professionals. Extended psychometric assessments.
Model: Systemic and social constructionist models.
Service Development: Considering the development of a single-point of entry for 
specialist psychological services.
OLDER ADULTS (April 2009 - September 2009)
Community Mental Health Team fo r  Older People
Setting: Community Mental Health Team for Older People [integrated health and 
social care team for adults over the age of 65)
Clients and Presenting Difficulties: Adults aged 57 - 92 presenting w ith 
depression, anxiety, bipolar disorder, difficulties associated w ith physical health 
problems, dementia, challenging behaviour, relationship difficulties and issues 
arising from trauma, bereavement and loss.
Modes and Types of W ork: Direct work w ith individuals, couples and family 
groups. Indirect work w ith staff teams. Facilitation of a Therapeutic Support 
Group and Memory Rehabilitation Group. Supervision of an assistant 
psychologist and consultation to other professionals.
Models: Integrative -  incorporating CBT, systemic and behavioural [including 
functional analysis) models and other therapeutic techniques such as Intensive 
Interaction. Psychometric assessments were completed using a range of 
assessment tools.
Teaching /  Training: Teaching to staff groups on ideas around working w ith 
people with advanced dementia.
Service Development: Designed leaflets to promote psychology-led groups [w ith 
involvement from service users using the groups). Worked w ith  Speech and 
Language Therapist and Assistant Psychologists to implement ideas about 
working w ith people w ith advanced dementia to an inpatient service, evaluating 
the impact of this. Development of resources for a CBT for anxiety group.
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SUMMARY OF CLINICAL CASE REPORT I
Extended Assessment of Asperger Syndrome with a 
40 year old Visually Impaired Man presenting with 
Antisocial Behaviour
Year One 
May 2006
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EXTENDED ASSESSMENT OF ASPERGER SYNDROME WITH A 40 YEAR OLD 
VISUALLY IMPAIRED MAN PRESENTING WITH ANTISOCIAL BEHAVIOUR
Presenting Problem
Matthew was a 40 year old White British man who was registered blind. He was 
referred following reports of his preoccupation w ith  his neighbours' activity, 
resulting in episodes of prolonged screaming and shouting. Clarification was 
requested as to the nature of his difficulties.
Initial Assessment
Assessment included interviews w ith  Matthew and his mother. Beck Anxiety 
Inventory (BAl), Beck Depression Inventory (BDl) and risk assessment.
Formulation
The impact of Matthew's blindness was considered using an adjustment model 
to progressive loss of vision (Hayeems et al, 2006) and Social Role Valorisation 
[Race, 1999). His longer-standing difficulties w ith social interaction required 
further assessment of possible Asperger syndrome [AS).
Extended Assessment
This was based on Trust protocol including case-note review, discussion with 
other professionals, the Autism Spectrum Quotient [Baron-Cohen et al, 1991), 
clinical observation, semi-structured interviews w ith Matthew and his mother, 
school report review and a therapy trial.
Extended Formulation
Matthew had underlying difficulties associated w ith AS. His 'Theory of Mind' 
difficulties [Baron-Cohen et al, 1985) meant he had difficulty inferring his 
neighbours' perspectives and limited awareness of his impact on others. His 
impaired executive functioning [Ozonoff et al, 1991) meant he had difficulty 
switching his attention from his neighbours.
Recommendations
Therapeutic input taking into account AS was recommended.
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Critical Evaluation
Issues discussed included availability bias in formulation, diagnostic overlap and 
the challenges of ensuring the client's voice is heard.
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SUMMARY OF CLINICAL CASE REPORT II
Cognitive-Behavioural Therapy with a 
33 year old man presenting with 
Obsessive-Compulsive Disorder 
and Motor and Vocal Tics
Year One 
September 2006
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COGNITIVE-BEHAVIOURAL THERAPY WITH A 33 YEAR OLD MAN 
PRESENTING WITH OBSESSIVE-COMPULSIVE DISORDER AND 
MOTOR AND VOCAL TICS
Presenting Problem
Elliot was a 33-year-old White British man referred for support managing his 
OCD and Tourette's syndrome. He was experiencing intrusive thoughts about 
being evil, which he tried to suppress and which caused him anxiety.
Assessment
Assessment was conducted over two sessions and included an interview w ith  
Elliot and the Responsibility Interpretations Questionnaire [RIQ: Salkovskis et al, 
2000).
Formulation
The case was formulated using a cognitive framework. Elliot's intrusive 
thoughts were precipitated by concerns he might be responsible for causing 
harm. He believed that thinking of an event happening was synonymous w ith 
wanting it  to happen {Jthought-action fusion'; Shafran et al, 1996) and having the 
power to make it  happen {^thought-event fusion'; Wells & Matthews, 1994). 
Thought suppression increased their frequency {'rebound effect'; McClaren and 
Crowe, 2003).
Intervention
A CBT approach was used over 15 sessions, involving psycho-education, 
cognitive restructuring, behaviour experimentation and exposure w ith  response 
prevention. Aims were to normalise the nature of intrusive thoughts, reappraise 
notions of responsibility and re-evaluate the validity of anxiety.
Outcome
Elliot continued to report intrusive thoughts and remained subjectively 
distressed by them. However, he reported a significant change in his scores on 
the RIQ. He was becoming increasingly open about the nature of his thoughts 
and emotions w ith  his partner. He was also in the process of applying for a job 
w ith  more responsibility.
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Critical Evaluation
This considered reasons why the intervention may not have generated the 
change that Elliot hoped for, particularly considering the relational elements of 
his difficulties.
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SUMMARY OF CLINICAL CASE REPORT III
Narrative Therapy with a 24 year old man with a 
Learning Disahili^ being Tricked by 'Angry': 
From Group to Individual Intervention
Year Two 
April 2008
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NARRATIVE THERAPY WITH A 24 YEAR OLD MAN WITH A LEARNING 
DISABILITY BEING TRICKED BY 'ANGRY':
FROM GROUP TO INDIVIDUAL INTERVENTION
Presenting Problem
Simon was a 24 year old man w ith  a significant learning disability who was 
referred to a group for people w ith  'anger management' difficulties. He was 
assessed and seen in the context of the group but drop-out by other members 
meant intervention was individual after three sessions.
Group Assessment
Sources used for assessment included case-note information, a semi-structured 
interview w ith Simon, the Novaco Anger Scale and Provocation Inventory 
[Novaco, 1993) and the Rosenberg Self-Esteem Inventory [Rosenberg, 1965).
Group Formulation
The group was established using a social constructionist framework, which 
recognised a range of conflicting discourses influencing the lives of people with 
learning disabilities. A narrative approach, in which "the problem is the 
problem, the person is not the problem" [White & Epston, 1990), appeared 
suited to deconstructing these discourses and to help participants step away 
from stories of damage and stigmatisation.
Intervention
Eight sessions were held in a community setting. Phases of intervention 
included externalising 'angry' and mapping its influence, exploring exceptions 
and unique outcomes, identifying allies and developing an alternative story of 
mastery.
Outcome
Reports by Simon and his support workers reflected a change in his narrative 
about 'angry' and that he appeared "calm". Non-substantial changes were noted 
in the standardised questionnaires
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Critical Evaluation
Discussion included the efficacy and appropriateness of outcome measures and 
the multiple perspectives on a 'problem'.
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SUMMARY OF CLINICAL CASE REPORT IV 
(ORAL PRESENTATION OF CLINICAL ACTIVITY)
Integrative Attachment, Narrative and Systemic 
Therapy with a 14 year old girl presenting with 
Self-Cutting Behaviour
Year Two 
September 2008
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INTEGRATIVE ATTACHMENT, NARRATIVE AND SYSTEMIC THERAPY 
WITH A 14 YEAR OLD GIRL PRESENTING WITH SELF-CUTTING BEHAVIOUR
Presenting Problem
Lauren was a 14 year old girl who was referred to the Family, Adolescent and 
Child Service (Tier 3 CAMHS) following concerns raised by her parents about her 
self-cutting behaviour.
Assessment
Sources of information included interviews w ith Lauren and her mother (using 
the Choice and Partnership Approach), the Beck Youth Inventories (Beck et al, 
2001), Kidcope (Spirito etal, 1988) and risk assessment.
Formulation
Lauren cut her forearms in the context of family arguments. She feared voicing 
her anger and upset for fear of abandonment by her mother. Attachment theory 
(Bowlby, 1969,1988) was employed to understand how Lauren's fear of losing 
her attachment figure undermined her attachment security. The role of 
narrative as a means of making sense of attachment relationships was explored, 
as was the circularity of the attachment system (Dallos, 2006).
Intervention
A narrative approach was used to help Lauren explore alternatives and change in 
order to re-author her story of her attachment relationships. Systemic family 
work was included to ground her new stories in action.
Outcome
Lauren reported a decrease in her self-harming behaviours. Her parents 
reported a change in her mood. More positive coping strategies observed in 
Kidcope.
Critical Evaluation
Reflections were made on the impact of resonance on clinical decision making, 
the potentials and obstacles of using the 'self in clinical practice, the impact of 
endings and ethical issues around working w ith  adolescents.
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SUMMARY OF CLINICAL CASE REPORT V
Neuropsychological Assessment with a 35 year old 
man presenting with Memory Difficulties following 
an Acquired Brain Injury
Year Three 
April 2009
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NEUROPSYCHOLOGICAL ASSESSMENT WITH A 35 YEAR OLD MAN 
PRESENTING WITH MEMORY DIFFICULTIES FOLLOWING AN 
ACQUIRED BRAIN INJURY
Presenting Problem
Nick was a 35 year old man was referred for psychometric testing following his 
concerns of short-term memory problems subsequent to a severe head injury he 
sustained as a teenager.
Assessment
Sources of information included a detailed history, Wechsler Test of Adult 
Reading [WTAR); Wechsler Adult Intelligence Scale [3^  ^ edition; WAlS-111); 
Wechsler Memory Scale [3^ ^^  edition; WMS-111); Hayling Sentence Completion 
Test; FAS Verbal Fluency Test; Subtests of the Behavioural Assessment of the 
Dysexecutive Syndrome (BADS); the Rey 15-ltems Test; and the General Health 
Questionnaire.
Discussion
Findings were compared w ith  previous psychometric assessment results to 
conjecture that Nick's intellectual and memory functioning had remained stable 
over time. The results showed he had the capacity to learn, store and retrieve 
verbal and visual information at a level consistent w ith  his intellectual ability in 
optimal conditions. He had a vulnerability in his storage and retrieval that could 
be exacerbated by anxiety. Discussion focussed on this interplay between 
organic and functional factors using a stress-vulnerability model.
Recommendations
Nick was given practical suggestions to manage his memory difficulties, together 
w ith  recommendations for life-style changes at times of stress.
Critical Evaluation
Issues discussed included the importance of clinical observation in 
neuropsychological assessment, ethical issues of testing and the systemic impact 
of assessment.
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RESEARCH DOSSIER
The research dossier begins w ith a service-related research project conducted 
whilst on placement in an Adult Mental Health setting utilising a quantitative 
methodology.
It then includes a Major Research Project -  the key constituent of this dossier - 
that was conducted utilising Conversation Analysis.
Other research experiences are documented, together w ith relevant publications 
arising from research conducted by the author throughout training.
The research dossier ends w ith the abstract of a group qualitative project 
completed during the first year of training.
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SERVICE RELATED RESEARCH PROJECT
Characteristics Associated with Treatment 
Longevity for Patients with Bipolar Disorder 
in a Primary Care Mental Health Team
Year One 
September 2007
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ABSTRACT
Background. Despite increasing evidence of the efficacy and acceptability of 
primary care utilisation in the management of clients w ith bipolar disorder (eg. 
Berk et al, 2005), it  has been observed that this population may be over­
represented in the caseload of practitioners w ith in a specialist Primary Care 
Mental Health Team (PCMHT). This study examined some of the patient 
characteristics associated w ith  longevity of care for patients w ith bipolar 
disorder in the PCMHT.
Method. Case notes of patients w ith  bipolar disorder (n=47) were identified 
following file review. Demographic and clinical characteristics, based on 
variables identified by Frangou (2002), were extracted. Relationships were 
examined between each of these variables and the length of time patients had 
been seen by the PCMHT.
Results. There was a significant difference between the length of time that male 
and female patients had been seen by the team, and there was also a significant 
effect of the polarity of first episode.
Conclusions. Further work w ill be needed to pick apart the complexity of 
factors involved in long-term client management. Recommendations for future 
research are suggested.
ACKNOWLEDGEMENTS
1 would like to acknowledge the Primary Care Mental Health Team in which this 
project was contextualised for allowing me access to their files and for 
accommodating me beyond my official placement time w ith in the team in order 
that I could finish collecting data. 1 would also like to thank my field supervisor 
for her evolving ideas and for helping me to establish this as my area of research. 
Finally, 1 would like thank my research supervisor. Dr Sue Thorpe, for her wealth 
of advice, support and patience.
INTRODUCTION
What is Bipolar Disorder?
Bipolar disorder is a form of mental illness that causes severe fluctuations in 
mood, w ith alternating episodes of depression and mania or hypomania (Bhugra 
& Flick, 2005), the impact of which is marked enough to affect an individual's 
occupational, relational or social well-being. Essentially, this encompasses a
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spectrum of client presentations in terms of course and severity. Indeed, 
Farrelly et al (2006) note that same diagnostic label can be applied to those who 
maintain a functional career and family life in spite of acute illnesses, through to 
those who are chronically symptomatic and hospitalised.
In addition to the recurrent nature of bipolar disorder, associated levels of risk 
are elevated, w ith  risk for completed suicide among the highest of all psychiatric 
disorders (Goldstein et al, 2005). Furthermore, Angst et al (2003, cited in 
McAllister-Williams, 2006) observe that risk of relapse remains at a high level 
even after years o f stability i f  long-term treatment is discontinued. Put simply, 
"bipolar disorder is a long-term illness that needs long-term care" (NICE 
guidelines, 2006, p.l7). However, the model of service provision w ill be 
dependent on individual need and NICE guidelines observe that no one service 
w ill meet all of an individual's needs throughout their lifetime, w ith  the result 
that care w ill need to be shared between services.
Clinical Management of Bipolar Disorder
There are a range of services that can cater for people w ith  bipolar disorder, 
dependent on the nature of their needs, which include community mental health 
teams, crisis resolution and home treatment teams, early intervention services 
for people w ith psychosis, assertive community treatment, inpatient units and 
acute day hospitals. However, Berk et al (2005) observe that patients w ith  
bipolar disorder frequently present in primary care and are increasingly being 
managed in such settings. Indeed, NICE guidance (2006) supports the role of 
primary care in managing their needs, advocating urgent referral to specialist 
services in the event of symptom exacerbation or increase in risk, and increased 
primary or secondary care contact for patients experiencing a decline in 
functioning, difficulties adhering to treatment, comorbid alcohol or substance 
misuse and for those wishing to discontinue long-term pharmacological 
intervention. It is evident, then, that the role of specialist mental health services 
is activated prim arily in the event of change or instability in functioning but that 
responsibility for longer-term management can sometimes rest w ith  the general 
practitioner.
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Context of Current Study
The context of this work is a Primary Care Mental Health Team (PCMHT), a 
multidisciplinary integrated health and social care team catering for individuals 
between the ages of 16 and 65. The service is a link between primary and 
secondary care and accepts referrals for people w ith  a moderate or severe level 
of symptomology having a moderate or severe level of impact on their lives. The 
PCMHT was formed by the merge of three separate community mental health 
teams (CMHTs] and serves 15 GP surgeries across the locality, catering for a 
population of 114,491 people (Census, 2001).
The team operates a 'stepped care' approach to client steaming, a model of 
healthcare treatment in which clients are in itia lly directed into the least 
restrictive treatment modality available, but still likely to provide significant 
health gain, which model can be "stepped up" i f  those health gains are not 
achieved (Bower & Gilbody, 2005). This indicates the team ethos to be one of 
time-lim ited therapy care, w ith  clients discharged back to general practice 
wherever possible. Patients w ith  more complex needs requiring longer-term 
intervention can be referred into the core multi-disciplinary team or signposted 
towards a specialist service better suited to their needs.
In March 2006, cluster meetings were held in the PCMHT to review the number 
and appropriateness of cases managed by the team. It was noted that there was 
a substantial number of patients w ith bipolar disorder being managed on a long­
term basis, which was not concordant w ith the philosophy of time-limited care, 
and I was asked by the Consultant Clinical Psychologist to consider what might 
be the barriers to discharge for those patients. Given the breadth of the 
question, and its potential to encompass an enormity of sociodemographic, 
pharmacological and psychological factors, 1 thought it  important to review the 
literature relating to clinical outcome in to provide a framework for my research.
Literature Review
There appears to be little  evidence for clear predictors of outcome in bipolar 
disorder (Coryell et al, 1998). Bauer et al (2001) conducted a review of fifteen 
studies investigating multiple outcome predictors and found few correlations, 
noting only 20.5 per cent of analyses to be positive across studies, w ith little
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consistency in findings. MacQueen et al (2001) suggest that such inconsistency 
might be a function of variety in measurement of outcome, which seemed 
important to clarify here. Given the contextualisation of this research w ith in a 
service delivery setting, w ith  its emphasis on short-term and cost-effective 
intervention, clinical outcome and interepisode functioning would seem of most 
relevance.
On this basis, a study conducted by Frangou (2002) examining outcome along 
clinical, social and cognitive dimensions was reviewed. In addition to its clarity 
about outcome measurements, its sample appeared similar to that of the PCMHT. 
The study investigated the potential contributions of gender, age at onset, 
polarity of first episode, life-time history of substance abuse and history of 
psychosis, noting significant contributions of all except history of psychosis. 
Given that the focus of the present study is upon treatment longevity and 
barriers to discharge, rather than outcome specifically, it  seemed important to 
also consider those factors that Frangou (2002) had described as clinical 
outcome measures (defined in part by "number of hospitalisations"), as outcome 
itself might be related to treatment longevity in the PCMHT.
Aim
The aim of the study is therefore to assess whether patient characteristics noted 
by Frangou (2002) to be associated w ith  clinical outcome for people w ith  bipolar 
disorder are also associated w ith  the length of time patients have been seen by 
the PCMHT.
Research Questions
This study therefore asks the following questions:
1. Is there a significant association between the length of time a patient 
has been seen and the number of times they have been hospitalised?
2. Is there a significant difference between the length of time that male 
and female patients have been seen?
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3. Is there a significant association between the length of time that 
patients have been seen and their age at onset of bipolar disorder?
4. Is there a significant difference between the lengths of time that 
patients w ith a depressive, manic or mixed first episode have been 
seen?
METHOD 
Procedure
Records of all patients receiving a service from the PCMHT in August 2006 
(n=920) were reviewed and those w ith  an established diagnosis of bipolar 
disorder, documented by a psychiatrist, were identified. Patients w ith related 
clinical presentations such as recurrent depressive disorder, cyclothymia and 
mixed affective disorder were not included. Initial file review identified a 
sample of 53 patients. Four patients had to be excluded on the basis of case- 
notes not being available at time of review, and a further two on the basis of 
referral date information being unavailable, giving a final sample of 47 patients.
Case-notes, including clinical correspondence and notes, were examined and 
patient characteristics that might be associated w ith treatment longevity were 
extracted. Demographic information collected included gender, age, ethnicity 
and marital status. Clinical data collected included date of referral to the 
PCMHT, referring agency, GP practice, age at onset of affective illness (coded 
early, intermediate or late, based on criteria of Kendell, 1989, cited in Leboyer et 
al, 2005), polarity of in itia l episode (depression, mania or mixed), time elapsed 
since last episode, number of hospitalisations, current medication, dual 
diagnoses and attendance for formal therapy. These factors were compiled onto 
an Excel database.
On the basis of time elapsed since most recent referral to the team (given that re­
referral to the PCMHT is common), the duration of the most recent care episode 
was calculated for each client (mean months: 42.8, SD: 46.5, range: 1 -140).
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Statistical Analysis
Statistical analysis of relationships between specific sociodemographic and 
clinical factors and the length of time a patient had been seen was conducted 
using the Statistical Package for the Social Sciences [SPSS version 14).
RESULTS
Description of the Sample
Sociodemographic and clinical information about the sample is summarised in 
Tables 1 and 2.
Table 1: Sociodemographic variables o f the sample
Variables
Gender
Male,n(% ) 23(48.9)
Female, n(% ) 24(51.1)
Age, mean years ± SD (range) 47.6 ± 13.5 (19.5 -  74.0)
Ethnic Background
White British, n (%) 39 (83.0)
White Other, n (%) 1 (2.1)
Asian Indian, n (%) 2 (4.3)
Asian Other, n (%) 3 (6.4)
Black Jamaican, n (%) 1 (2.1)
Mixed White /  Asian Other, n (%) 1 (2.1)
Marital Status
Single, n (%) 15 (31.9)
Married or in relationship, n (%) 24(51.1)
Separated /  divorced, n (%) 8 (17.0)
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Table 2: Clinical variables o f the sample
Variables
Time elapsed since most recent referral,42.8 ± 46.5 (1-140)
mean months ± SD (range) (see Fig 1)
Referring agency, n (%)
GP 25 (53.2)
Inpatient services 12 (25.5)
Crisis Management Services 5 (10.6)
Other /  Unknown 5 (10.6)
Age at onset, n (%)
Early 20 (42.6)
Intermediate 16 (34.0)
Late 4 (8.5)
Unknown 7 (14.9)
Polarity of first episode, n (%)
Depression 21 (44.7)
Mania /  Hypomania 10 (21.3)
Mixed /  Unknown 16 (34.0)
Number of hospitalisations.
mean ± SD (range) 2.9 ± 2.9 (0 -1 3 )
Lifetime substance use reported, n (%) 4 (8.5)
Attendance for formal therapy, n (%) 13 (27.7)
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Time elapsed since most recent referral (years)
Figure 1: Distribution o f length o f time patients have been seen by PCMHT
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Number of Hospitalisations and Length of Time Seen
The relationship between the length of time a patient had been seen and their 
number of hospitalisations is shown in figure 2.
A one-sample Kolmogorov-Smirnov [K-S] goodness-of-fit test was employed to 
examine whether the data were normally distributed. Given that the data were 
not normally distributed and could not be transformed into normality, the non- 
parametric Spearman's rho test was used to assess whether there was an 
association between the total number of hospitalisations and length of time seen. 
There was no correlation between variables (r = 0.095, p = 0.525].
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Figure 2: Scatter plot o f the relationship between the length o f time seen and 
hospitalisations
Gender and Length of Time Seen
The distribution of the length of time a patient had been seen according to their 
gender is shown in figure 3.
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Figure 3: Distribution o f the length o f time male and female patients have been 
seen
This was explored using a Mann-Whitney U Test, which found a significant 
difference between the length of time that male and female patients had been 
seen [U = 168.5, p = 0.02,]. The mean length of time that male patients were 
seen [5.04 years] was significantly longer than that of female patients [3.17 
years].
Age at Onset and Length of Time Seen
The relationship between the age at onset of bipolar disorder and length of time 
seen is shown in figure 4. The Spearman's rho test did not suggest a significant 
correlation between variables [r = 0.237, p = 0.109].
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Figure 4: Boxplots o f the length o f time patients had been seen according to the age 
at onset o f bipolar disorder
Polarity of First Episode and Length of Time Seen
A Kruskal-Wallis test of the difference between the length of time patients w ith a 
depressive, manic or mixed first episode had been seen indicated a significant 
difference between at least two of these groups [H = 12.084, 2 d.f., p = 0.002]. 
Mean times for each polarity were: depression 2.38 years, mania 2.70 years and 
mixed 7.19 years. Figure 5 shows these figures.
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Figure 5: Boxplots o f the length o f time patients had been seen according to the 
polarity o f their f irs t episode o f bipolar disorder
Post-hoc exploration was conducted using Mann Whitney U tests w ith 
bonferroni correction, meaning that a p value of <0.0167 was considered 
statistically significant. There was a significant difference between the length of 
time patients w ith a depressive first episode and those with a mixed first episode 
were seen [U= 65.5, p<0.001, effect size r=-.63), and between the length of time 
patients w ith a manic first episode and those w ith a mixed first episode were 
seen [U=33.50, p<0.012, effect size r=-.53]. There was no difference in length of 
time seen between those presenting w ith a depressive or manic first episode 
[U=91.5, ns, effect size r= - . ll] .
DISCUSSION
This study found interesting relationships between the lengths of time people 
w ith bipolar disorder were seen by the PCMHT and factors previously identified 
as implicated in treatment outcome.
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There was no relationship between length of time seen and number of 
hospitalisations. This was examined as it  was provided in part definition of 
"clinical outcome" by Frangou (2002), and the finding suggests there may be 
patients who are functioning at a stable level but continue to be seen by the 
PCMHT. Clearly, though, there are other measures of outcome than 
hospitalisations, and it  may be that a broader conceptualisation such as that 
employed by Frangou (2002), which included clinical, social and cognitive 
dimensions, would have been useful.
There was a difference between treatment longevity for men and women, w ith  
men being seen for longer. This supports the finding by Frangou (2002) of a 
gender determinant of social outcome, and is also consistent w ith  a number of 
studies that have shown a gender difference in client presentation. In particular, 
there is an apparent difference in comorbidity patterns, w ith  men more likely to 
report comorbid alcohol and substance use and conduct disorders, and women 
more often presenting w ith post-traumatic stress disorder and eating disorders 
(eg. Baldassano et al, 2005; Kawa et al, 2005). In addition, it  has been reported 
that men and women are more likely to present w ith  a first episode of mania and 
depression respectively (eg. Kawa et al, 2005; Viguera et al, 2001). Evidently, 
there are gender-specific factors to consider in the treatment of patients w ith  
bipolar disorder that may be impacting on its longevity.
Unexpectedly, there was no relationship between age at onset and treatment 
longevity. This is inconsistent w ith previous findings, which have suggested 
early onset of bipolar disorder to be associated w ith  poorer long-term outcome 
across a number of dimensions (eg. Cate-Carter et al, 2003; Carlson et al, 2002; 
Ernst & Goldberg, 2004).
There was a clear finding that that polarity of first presenting episode was 
related to length of time seen: those presenting w ith  a mixed polarity had been 
seen for longer than those w ith  either a depressive or manic first presentation. 
It may be that such patients present w ith  a more complex clinical picture; a 
study by Shah et al (2004) compared ratings of affective symptoms in patients 
presenting w ith  manic and mixed episodes and found higher symptomatic 
ratings in the mixed group. However, the same study noted no difference in
Volume One: Research Dossier
111
Service Related Research Project
treatment longevity, and also suggested that clinicians' ratings of distress and 
resistance were higher for patients presenting w ith a manic episode. Therefore, 
this suggestion is made w ith  caution. It should also be noted that the incidence 
of mixed first episodes here appears unusually high: Frangou (2002) noted an 
incidence of just 11.1 per cent of mixed first episode polarity in her sample, and 
a number of studies have reported depressive onset to be most common (eg. 
Daban et al, 2006; Judd et al, 2003; Perugi et al, 2000). Therefore the incidence 
of mixed first episode may be inaccurate here. This may be a result of 
conceptualisation: Marneros (2001) observes that there are various definitions 
of mixed states, the broadest of which suggests the presence of a single 
depressive symptom w ith in a manic episode to be sufficient for diagnosis 
(Swann et al, 1997, cited in Marneros, 2001). Given that patients w ith in the 
PCMHT had been seen by many different agencies and clinicians, it  may be that 
different definitions had been employed. Alternatively, the apparent high 
incidence of mixed episodes in this sample may be a reflection of record-keeping, 
and the difficulty of gaining a clear clinical picture of clients w ith extensive 
clinical histories and case-notes.
Limitations of Study
There are several methodological limitations here. It would have been more 
useful to have compared notes of clients currently using the service w ith those 
now discharged, in order to establish what might be the actual barriers to 
discharge rather than presumed ones. However, this would not have been 
feasible w ith in the time-frame of this study, the scope of which is to suggest 
directions for future research rather than state claims.
A second shortcoming was the inaccuracy and unavailability of case-note 
information. Given the recurrent nature of the disorder, clients often had 
complex histories and multiple contacts w ith services. As a result, case-notes 
were often extensive w ith only the most recent held in the team-base. This also 
meant that histories were often not documented in correspondence, for fear of 
reiterating information. As a result, some information, particularly that 
concerning in itia l presentation, was scant or missing.
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Furthermore, the study may have under-reported actual prevalence of bipolar 
disorder vnthin the PCMHT; Berk et al (2005} observe that up to 30% of patients 
presenting in primary care w ith depression or anxiety might have a primary 
diagnosis of bipolar disorder. They also note a high prevalence of comorbidities, 
which can mask prevalence. This might be exacerbated by the structure of the 
PCMHT, given the tendency to see clients for short-term treatment, perhaps 
precluding clinicians from gaining a cohesive picture.
Recommendations
This report was fed back to the service in September 2006. It does not seem 
possible to make clear recommendations about barriers to discharge for patients 
w ith  bipolar disorder; the question is complex and w ill require further research. 
Such work would need to consider other measures of functioning than 
hospitalisations and could include other clinical measures such as total number 
of episodes and rapidity of cycling, and social measures such as employment 
status. Such measures could highlight patients who could be better managed in 
general practice. This study has established a database from which such 
research can be generated. Case-note information should act as a preliminary 
rather than predominant source of data, and it  may be more useful to conduct 
qualitative exploration of clinicians' perceptions of barriers to discharge on a 
case-by-case basis.
In conducting the study, the difficulty in relying on case-note information was 
noted and it  may be that record-keeping procedures could be reviewed, 
particularly when patients have been in long-term contact w ith  the service. 
Pullen and London (2006) suggest that the notes of such patients would benefit 
from "periodic summaries", and this seems wholly relevant here given that 
clients had been seen for up to 12 years. There is no standard model for clinical 
record-keeping across the National Health Service w ith  responsibility for 
procedural provision resting w ith  individual organisations (Scott, 2004). It may 
be that a specific audit on record-keeping could be useful when considering long­
term client management in the PCMHT.
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The finding of a gender difference in treatment longevity ^vas interesting and 
could be useful in the formulation of client-specific treatment plans that take 
into account the gender-specific clinical issues in bipolar disorder.
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ABSTRACT
Choice is being increasingly recognised as a core objective in services for people 
w ith  learning disabilities. However, services continue to experience challenges 
in translating this policy into practice, particularly for service-users w ith  severe 
learning disabilities. This study emphasises a sociological perspective that 
privileges the centrality of interaction above individual 'competence' in the 
expression of choice and control for people w ith  severe learning disabilities. 
Conversation Analysis was used to analyse transcripts of 16 hours of video­
recorded interactions between staff and service-users w ith  learning disabilities 
and no formal language in a residential service. Analysis focussed on two types 
of interactional sequence in which residents expressed or were offered choice: 
requests and offers. Several key findings emerged. W hilst certain elements of 
residents' non-verbal behaviour were meaningfully taken up by staff, more 
'subtle' non-verbal behaviours (such as gaze and bodily orientation) were not 
registered or responded to. Potential requests formulated using such resources 
were overlooked and 'ambiguous' non-verbal behaviours were treated as 
acceptance of offers. Staff presented offers in a verbal format, responding to 
non-response by residents w ith  further verbal questions - w ith  alternative 
means of offering choice considered as a 'last resort’. A final finding was that 
staff oriented to normative assumptions in accounting for their non-granting of 
requests, while residents themselves were more organised around their own 
needs or desires. Implications for practice are discussed.
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INTRODUCTION
This review explores the evolving importance of choice and control as core 
objectives in services for people w ith learning disabilities, w ith  reference to the 
political context. It notes some of the challenges services experience in 
translating this into action, particularly for service-users w ith severe learning 
disabilities who do not use formal language. A critique of traditional 
frameworks positioning 'communication difficulties' w ith in individuals is 
considered, w ith an alternative interactional sociological perspective offered. 
Finally, it  considers research paradigms that emphasise the sociological 
contribution of social structure into social action and their u tility  in exploring 
elements of verbal and non-verbal staff practice that may serve to facilitate or 
prevent empowerment of service-users w ith  learning disabilities in everyday 
lived experience.
Choice, Control and the Political Context
The recognition of the importance of choice for people w ith  learning disabilities 
is reflected in several government policies and is named as a core underpinning 
principle of the White Paper Valuing People [Department of Health (DoH), 2001):
"Like other people, people w ith  learning disabilities want a real say 
in where they live, what work they should do and who looks after 
them... We believe that everyone should be able to make choices.
This includes people w ith severe and profound disabilities who, 
w ith the right help and support, can make important choices and 
express preferences about their day to day lives." (p.31)
Similarly, the strategy document Improving the Life Chances o f Disabled People 
(Prime Minister's Strategy Unit, 2005) highlights lack of choice and power as a 
key barrier to the full inclusion of disabled people in society, and the 
consultation document Valuing People Now (DoH, 2008) describes the 
'personalisation' agenda, calling for the need for people w ith learning disabilities 
to have "have greater choice and control over their lives" (p.21).
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The emerging recognition of the importance of choice and control for people 
w ith  learning disabilities reflects evolving philosophies of care, documented by 
Baum (2006). Developing awareness of the negative effects of 
institutionalisation and increasing influence of the ideology of normalisation led 
to increasing recognition of the rights of people w ith learning disabilities to lead 
ordinary lives. Much effort has consequently been invested into involving 
people w ith  learning disabilities in decisions regarding aspects o f their lives 
through changing service structures and philosophies (Jingree et al, 2006). 
Specifically, Race (2007) notes that considerable financial resources have been 
allocated to meeting the 'Choice and Control' objective of Valuing People (DoH, 
2001) to fund advocacy projects and person-centred planning approaches, 
bringing about choice and control through their focus on individual preferences. 
The Mental Capacity Act (2005) has also brought about important changes in the 
notion of capacity assessments by rejecting previous assumptions of incapacity 
by virtue of having a learning disability, further highlighting the importance of 
choice and control.
The Importance of Choice and Control
Smyth and Bell (2006) propose a definition of 'choice' as the outcome of "the 
process by which people come to a conclusion regarding different options that 
are perceived to be available" (p.228). Harris (2003) proposes a similar 
definition. 'Control' in this context equates to self-determination: the process of 
"directing one's own course of action" (Breeding, 2008). Together, these largely 
capture the concept of 'empowerment': "the opportunity to make choices and 
decisions regarding one's quality of life free from undue external influence or 
interferences" (Clark et al, 2004, p.l43). In this study, 'choice' and 'control' w ill 
be used together to broadly reflect the notion of empowerment and w ill refer to 
'the opportunity to make decisions and determine outcomes in one's own life'.
Choice and control have been found to have positive relationships w ith  quality of 
life (eg. Brown & Brown, 2005; Cummins, 2005; Gardner & Carran, 2005; Hughes 
etal, 1995; Neely-Barnes etal, 2008; Schalock, 2004) through an enhanced sense 
of empowerment, autonomy and independence (Keith, 1990). Their effects on 
psychological well-being have been well-documented. For example, Seligman 
(1991) notes links between 'learned helplessness', arising when an individual
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lacks control over outcomes governing their lives, and a range of psychological 
disorders.
The Challenges of Applying Policy to Practice
The challenges for services in finding ways of supporting people w ith  learning 
disabilities to become more actively involved in decisions affecting them have 
been discussed [eg. Dunn et al, 2006; Jingree & Finlay, 2008; Young & Chesson,
2006). In spite of the dominant policy context and macro-level changes, people 
w ith  learning disabilities experience "continuing impoverishment and 
disempowerment" (Goble, 1999, p.449). For example, Hoole and Morgan (in 
press) conducted a focus group to hear about the lived experiences of people 
w ith  learning disabilities as users of services, noting the "feelings of unfairness 
and inequality" that continue to be experienced in spite of emerging experiences 
of power through forums such as the Learning Disability Partnership board.
People w ith more severe learning disabilities appear to have significantly lower 
levels of choice on a day-to-day basis (Burton Smith et al, 2005). Neely-Barnes et 
al (2008) examined the relationship between level of learning disability and 
experience of choice as part of a larger study considering the relationship 
between choice and quality of life. The authors noted that greater choice was 
experienced by people w ith less severe levels of learning disability and raised a 
specific question about whether people w ith  limited verbal ability have adequate 
opportunities to make and express choices. Consequently, people w ith severe 
learning disabilities have been noted to be a group of people who are the "most 
excluded, least independent and most likely to lack control in everyday life" 
(Finlay, Antaki, Walton & Stribling, 2008, p.532).
Brandon (2005) proposes that this disparity reflects the difference between the 
'official stance’ and 'street level policy' that is encapsulated w ith in everyday 
working practices. Indeed, Forbat (2006) conducted an analysis of practitioner 
and policy implementors' views on applying Valuing People (DoH, 2001), 
highlighting a number of difficulties in the intersections of policy and practice. 
Choice was specifically invoked by one speaker as "something that is in the 
hands of the more able and articulate service users" (p.254). Similarly, Jingree 
and Finlay (2008) analysed the discourses o f staff during semi-structured
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interviews about issues of choices and control. They identified two discursive 
themes: one focussing on the rights of service-users to make choices and a 
second competing theme alluding to the practicalities of why those could not 
always be facilitated. These themes were often interwoven by interviewees to 
argue against the applicability of policy to practice. The policy context in itself is 
evidently insufficient to generate change in this area.
Choice-Making and People with Severe Learning Disabilities
Smyth and Bell (2006) cite level of cognitive ability as a factor influencing the 
ability of people w ith  learning disabilities to make choices; indeed, some authors 
have questioned whether choice is possible for people w ith  profound learning 
disabilities at all (eg. Cea & Fisher, 2003; Cummins, 2002). However, Brewster 
(2004) observes that most research accessing the views of people w ith  learning 
disabilities excludes those who do not predominantly communicate through 
speech based on assumptions that they cannot participate. Ware (2004) 
observes the need for the "right conditions" and sometimes "extended and 
intensive intervention" (p.l77) to facilitate choice-making but highlights that the 
task should not be abandoned. Certainly, Lancioni et al (1996) reviewed a 
number of studies exploring the ability of people w ith  profound learning 
disabilities to express choices, concluding that most people with* severe- 
profound developmental disabilities can perform choice responses. Similar 
research reviews (eg. Algozzine et ai, 2001; Cannella et al, 2005; Hughes et al, 
1998) have had similar conclusions. The disparity here might reflect the 
different types of choice being considered, some of which may be easier for 
people w ith  severe learning disabilities to access than others.
However, asking whether people w ith  severe learning disabilities are able to 
make choices infers a focus on the personal characteristics of only one party in 
the interaction - the individual w ith  a learning disability. This stance highlights 
'intellectual deficits' and 'communication difficulties' and constructs competence 
as an attribute of an individual rather than the property of a social system. This 
corresponds to traditional medical models that view disability as a 'personal 
medical tragedy' (Coles, 2001). The social model o f disability instead views 
disability as a social phenomenon focussing on structures, norms and attitudes 
that serve to 'disable' people (Oliver, 1996). Certainly, Wehmeyer and Garner
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(1993) point to a number of theoretical frameworks that suggest self- 
determination (incorporating choice and control) is influenced by environmental 
factors to a greater or equal degree than by personal characteristics. The 
authors examined the relationship between self-report measures of self- 
determination and autonomous functioning in adults w ith and without 
intellectual disability, noting that intellectual capacity did not significantly 
contribute to either measure - but opportunity to make choices did.
Besides environmental factors, Dickerson et al (2005) note that sole focus on the 
activities of the person w ith a disability can assume the functional irrelevance of 
the activities of other participants in the interaction, whereas real-life 
interactions are co-authored. Tucker and Kretschmer (1999) discuss the 
interactional sociological perspective on communication, which privileges the 
social context in which communication occurs above the nature of the individual 
communication act. They suggest that "when individuals generate cues that are 
not recognisable as communicative, then the speaker (sender) is perceived 
either as lacking communication ability or as demonstrating behaviours that are 
disruptive or inappropriate" (p.396). This points to a prevailing bias about the 
importance of formal language in giving meaning and significance to social life 
and as an "obvious axiom of human society" (Goode, 1994, p.96).
Hogg et al (2001), however, note that preferences can be conveyed 
idiosyncratically. Certainly, Goode (1994) writes compellingly about the 
communicative resources available to people w ithout formal language through 
sense of touch and proprioception, sight and hearing, and "through the 
engagement w ith their society that their senses and the structures of their 
societies permitted" (p.lOO). He suggests that meaning is embodied, situated 
and created through relationships w ith others. Similarly, Goodwin (2000a) 
notes the equal importance of the individual producing a communicative action 
and of those present recognising its shape and character in the accomplishment 
o f social action. For people w ith learning disabilities, this highlights the role of 
caregivers in recognising and interpreting subtle behavioural signs (Retry & 
Maes, 2006) and using their communication skills to support and frame those of 
the adult w ith a learning disability (Bartlett & Bunning, 1997). Forster and 
lacono (2008) interviewed staff about their experiences of interactions with an
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individual w ith  profound learning disabilities; staff described a process of 
communication learned over time that necessitated 'ascription' o f meaning to 
behaviours.
Thus, "personal autonomy is essentially something that is found in relationships 
of interdependence" [Fisher, 2007, p.286) and so collaborative interactions w ith 
others become central to the promotion of choice and control for people w ith 
severe learning disabilities. This is the essential framework in which this 
research is embedded.
Choice and Power in Interactions
Evidently, the role of support staffs in supporting those w ith lim ited formal 
communication to exert choice and control is enormous, w ith the potential to 
empower and inadvertently disempower service-users in their interactions. For 
example, Joyce and Shuttleworth [2001] discuss how staff judgements about 
client activities are often only reviewed i f  a client demonstrates obvious refusal, 
rather than taking into account more subtle indicators of choice and preference. 
Significant work has been undertaken to support staff in their practice here [eg. 
Beamer & Brookes, 2001; Caldwell, 2002, 2005; Edge, 2001]. Bambara [2004] 
observes that the integration of choice-making throughout the day through 
'option-rich environments' is much more commonplace in services. However, 
she describes the "desperate need" for focus on choice w ith in the context of 
ongoing reciprocal interactions and the ways in which others as responsive 
partners are able to "pay attention to non-conventional expressions of 
preference, interpret behaviour, encourage new choice forms, and adjust their 
responses to accommodate their partner's wishes" [p .l70].
Some studies have looked at the behaviour of staff in interactions w ith  service- 
users. For example, McConkey et al [1999] counted the frequency and quality of 
carers' communicative acts w ith  clients in residential and day services in video­
recorded data. They found that staff relied on verbal acts even w ith clients who 
were predominantly non-verbal. In addition, they favoured use of directive 
statements and questions and did not adequately adjusting their language to
1 Whilst acknowledging that individuals are increasingly living in community settings, 
paid staff often remain the primary social partners for many [eg. Baker et al, 2000; 
Golden & Reese, 1996; Rosen & Burchard, 1990], hence the focus here.
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match their clients' levels of understanding. Bradshaw [2001) used video 
observation in a hospital setting to rate the complexity of language employed by 
staff employed. They noted staff used complex language w ith  people they rated 
as having poor understanding. Healy and Noonan Walsh [2007) recorded the 
frequency of verbal and non-verbal communication acts used by staff-nurses in 
video-recorded interactions w ith service-users w ith  profound learning 
disabilities. They compared the used frequencies of verbal and non-verbal 
communicative acts, finding no significant difference and suggesting that nurses 
did not adjust their communication to meet individual needs.
Some studies have started to focus upon the ways in which such staff behaviours 
might contribute towards the persistence of power imbalances in interactions by 
examining in detail the ways in which "social structure is embodied in social 
action" Qingree et al, 2006, p.214). Indeed, Antaki, Finlay and Walton [2007b) 
observe that abstract macro-level processes, such as choice, control and power, 
can be embedded w ith in micro-social practices, w ith the result that small details 
in interactional practice can produce and sustain restricted identities for 
individuals. Indeed, Finlay et al [2007b) observe numerous ways in which 
choice and control can be exercised in interactions: how and what options are 
offered, which utterances taken up and which are ignored, how information is 
presented and how spaces are opened up or shut down for people to express 
choice. Essentially, there is a need for detailed examination of what happens in 
everyday recorded interaction in considering the interactional resources 
available for people w ith  severe learning disabilities w ithout language to express 
their choices and preferences.
Paradigms for the Study of Power in Interaction
Traditional theoretical frameworks in psychology privilege cognitive 
understandings of behaviour in which social action is the consequence of 
determinate mental processes [Edwards & Potter, 1992). This appears largely 
incompatible w ith the premise that choice and power are exercised w ithin 
interaction. Alternative interpretative and qualitative epistemologies have been 
developed that reject the traditional cognitive paradigm and shift attention away 
from internal structures towards "relational, interactional and cultural processes 
between people" [Nikander, 2000, p.337): the action orientation of talk in
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interaction (eg. Potter et al 1993; Potter & Wetherell 1987). W ithin these 
discursive and post-cognitive traditions, concepts of identity are a property of 
the social arena rather than individual cognitive processing [Nikander, 2000). 
This has implications for the ways in which research is conducted.
Typical methods of data collection in psychology involve formal or informal 
interviews in which discourse can be solicited for analysis [Wooffitt, 2005, p.72). 
However, Dickerson et al [2005) note that study of pragmatic skills is "more 
ecologically valid when undertaken in the naturalistic, co-constructed 
environments in which their deployment becomes appropriate to maintaining 
social interaction" [p.22) and the methodology needs to orient to those. Finlay, 
Antaki, Walton et al [2008) sim ilarly note that the methodology needs to pay 
close attention to the details of interaction in situ.
Conversation Analysis [CA) is a major resource for discursive psychology and is 
a methodology that uniquely studies the details of talk in situ - in "recorded, 
naturally occurring interaction" [Hutchby & Wooffitt, 2008, p.l2). CA very 
closely inspects recorded data to see how participants display their own 
understanding of what they are doing and saying, as evidenced in detailed 
organisation of their talk and, increasingly, gaze and bodily deportment [Finlay, 
Antaki, Walton et al, 2008). Rather than focusing on language per se, its primary 
focus is on the 'architecture of interaction' and attendant expectations [Wooffitt, 
2005): the ways in which language operates as a vehicle through which we 
perform interpersonal actions. The object of study is the organisation and 
structure of language in social action: how utterances are designed, what they do, 
where in interaction they occur and how they are connected to prior turns. In 
doing so, i t  enables a description of the competencies that ordinary speakers rely 
on in participating in "intelligible, socially organized interaction" [Heritage & 
Atkinson, 1984, p .l)  and analysis of how participants in a scene display their 
own understandings of what they are doing and saying as evidenced in the 
detailed organisation of their talk [Antaki, Finlay & Walton, 2007b).
Leech and Onwuegbuzie [2008) describe three fundamental assumptions of CA: 
that talk consists of stable and structured patterns, which are independent of the 
internal processes of those involved in the conversation; that the action of one
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party is context-specific and cannot be understood outside of the sequence in 
which it  has occurred; and that theory construction cannot occur prematurely, 
so the focus is on what participants 'do' in conversation rather than subjective 
explanation. Zimmerman (2005) observes that this interactional organisation 
enables much of what emerges in the larger social world so an understanding of 
interaction in everyday practices also enables an understanding of typical and 
recurrent social phenomena.
Conversation Analysis and Power
W ooffitt (2005) observes a common assumption that the focus of CA on analysis 
of the sequential organisation of interaction means that it  cannot contribute to 
an understanding of the exercise of power and oppression, which is not usually 
associated w ith the investigation of micro-interactional order. Certainly, CA 
does not assume the operation of power prior to empirical analysis and avoids 
"premature theorising" (Wooffitt, 2005, p.l86) about links between the detail of 
interaction and macro-level order in which power relations might operate. 
Instead, CA views power in terms of the relationship between turns in 
interactional sequences and thus a "phenomenon brought into play through 
discourse" (Hutchby, 1996, p.494). Hutchby and W ooffitt (1998) conceive 
power as the "structurally provided ability to constrain the actions of others" 
(p .l70). W ithin this context, strategies of resistance play as central a role as 
those inherent in discourses of power. In this way, CA invites researchers to 
address how a 'power relationship’ is constructed as an outcome of interactional 
practices and produced through talk.
Conducting Research with People with Learning Disabilities
Having developed a rationale and argument for the applicability of CA to this 
area of study, it  is important to consider some of the specific issues in conducting 
research w ith people w ith learning disabilities. Rodgers (1999) discusses the 
importance of emancipatory and participatory paradigms in research w ith 
people w ith learning disabilities that consider the roles research can play in 
understanding and alleviating the perpetuation of societal inequalities. 
Traditional research has positioned people w ith learning disabilities as research 
'objects' (Zarb, 1992) unable to exert power over the research process. Peter 
(2000) asks whether ideologies that objectify individuals are consistent w ith
Volume One: Research Dossier
128
Major Research Project
principles of empowerment, equality and humanism, those very principles this 
study seeks to explore. Instead, Goode (1994) contends that research capturing 
the lived realities of everyday life and taking seriously the perspectives of people 
w ith  disabilities and those that care for them in face-to-face relations w ill better 
enable a convergence of rhetoric and reality. He argues how important it  is that 
"some researchers, i f  only a small minority, actually engage themselves in these 
worlds firsthand, and in an observationally critical way" (p.205). This appears 
wholly relevant to the focus of CA on the details of interaction in situ.
Conversation Analysis and the Study of Non-Vocal Interaction
Dickerson et al (2005) observe that the name 'Conversation Analysis' can imply a 
concern w ith  spoken language and detract attention from its capacity to explore 
the sequential organisation of a range of spoken and non-spoken interactional 
resources. The use of CA in several areas of disability and communication 
disorder (in aphasia: Beeke et al, 2001; Bryan et al, 1998; Damico et al, 2006; 
Goodwin, 1995, 2000a, 2000b, 2002, 2004; Lind, 2005; Oelschlaeger & Damico, 
1998; Schegloff, 2003; Simmons-Mackie & Damico, 1999; Wilkinson et al, 2003; 
autism: Dickerson et al, 2005; Dobbinson et al, 1998, 2003; Stiegler, 2007; 
deafness: Mahon, 2003; Mcllvenny, 2005; dementia: Perkins et al, 1998; 
dysarthria: Bloch, 2005; Bloch & Wilkinson, 2004; pragmatic difficulties: Radford 
& Tarplee, 2000; traumatic brain injury: Friedman & Miller, 1998; and Williams 
syndrome: Tarling et al, 2006) supports its u tility  in the study of interactions 
involving people w ith  severe learning disabilities w ithout formal language. As 
w ith  CA studies of talk-in-interaction, emphasis is given in studies of non-vocal 
communication to the sequential positioning of non-vocal activities in the 
production of ongoing interaction (Atkinson & Heritage, 1984). These studies 
have demonstrated how meaningful interactions can be produced in spite of 
communication 'impairments' through the social, cultural, material and 
sequential structure of the environment.
CA has been used to study power dynamics in everyday verbal interactions 
between staff and service-users with learning disabilities in a number of settings. 
Such studies have included examination of the communicative strategies of 
people w ith a learning disability (Finlay et al, 2007a; Wootton, 1989), the 
interactional production of alleged 'acquiescence' and 'incompetence' (Rapley,
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2004; Rapley & Antaki, 1996), the manner in which service-users manage their 
identities in interviews [Rapley, Kieran & Antaki, 1998), talk in meetings 
[Wareing & Newell, 2002, 2005), and staff practices in shaping conversation 
[Antaki, Finlay & Walton, 2007a), proposing activities [Antaki, Walton & Finlay,
2007) and offering choices [Antaki et al, 2008). These have predominantly 
focussed on service-users who use language.
Fewer studies have considered people w ith  learning disabilities w ithout formal 
language. Finlay et al (2007b) examined the verbal and non-verbal resources 
employed by two residents in a residential setting that were recognised by staff 
as refusal to partake in being weighed. They observed the variety of work- 
practices employed by staff to override residents' refusals (such as re-issuing the 
invitation, minimising the task, escalating the request to a command and 
attempts at bodily persuasion). The detail of the transcription also enabled 
analysis of the ways in which staff formulated and reformulated refusals and 
accounted for their own practices; for example, in treating the refusal as "merely 
temporary reluctance" or as "due to lack of support or encouragement". This 
paper captured in detail some ways in which the constructs of empowerment 
and disempowerment played out in lived experience.
Finlay, Antaki, Walton et al (2008) examined video-records of two episodes in a 
residential setting in which a staff-member initiated and pursued a verbal and 
non-verbal 'game' w ith  a resident. Whilst a game is a less obvious index of 
choice than more traditional indices such as food, leisure activities and living 
arrangements, the analysis revealed the complexities staff encounter in pursuing 
political and institutional goals of social inclusion when faced w ith the 
ambiguities of non-verbal interaction. For example, at times when residents' 
responses to invitations to participate were ambiguous, staff treated this at 
times treated as 'w illing pretence' and sustained the interaction, or at other 
times escalated the invitations to instructions. Clearly, everyday interactions 
between staff and service-users proffer a rich opportunity to explore issues of 
choice and power as they emerge in lived experience. There are no other studies 
considering these experiences in such detail.
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Rationale and Research Questions
Developing an understanding of the elements of conversational practice 
facilitating and inhibiting the exercise of choice and control for people w ith 
severe learning disabilities w ithout formal language is essential. Such an 
understanding could inform interventions and staff-training to promote 
psychological well-being and empowerment, helping to bridge policy and 
practice. However, there are few published studies considering in detail the 
dynamics governing these interactions.
This study employs Conversation Analysis to study in detail a sample of 
interactions between staff and service-users in a residential service. Such 
information could not be gained through structured interviews as "retrospective 
self-reports of what people habitually do cannot capture much of the important 
details of communicative interaction" (Finlay, Antaki & Walton, 2008, p.227). 
Given the detailed level of analysis in the study of complex interactions, it  is 
beyond the scope of the study to analyse data across sites. The study aims to 
identify elements of conversational practice that serve to facilitate and prevent 
empowerment of individuals in everyday interaction. Specific research 
questions are:
1. What resources do individuals w ith  severe learning disability who do not 
use formal language employ to exercise choice and control?
2. What elements of conversational practice do staff employ in response to 
potential expressions of choice and control and what effects do these 
have?
METHOD
Setting
Participants were recruited from an independent residential service for people 
w ith  learning disabilities in South-East England. It was home to four adults aged 
between 49 and 68, two men and two women. This was staffed 24-hours per 
day, w ith  typically two members of staff per shift (w ith more staff i f  needed for 
particular activities). The mission statement included reference to the
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promotion of choice and equal opportunities for people w ith learning 
disabilities.
Recruitment
Initial contact was made by email w ith the managers of two services, inviting 
them to meet w ith the researcher to discuss the study. The first was excluded 
following initial discussion as the complex needs of residents would have 
necessitated a longer period of data collection than was w ith in the scope of the 
study. Following confirmation of managerial approval from the second service, 
all staff and residents were invited to participate.
Participants
All residents had severe learning disabilities and significant communication 
difficulties, three having no formal language and one having limited verbal 
abilities [further detail is included under 'Ethnographic Background’ in the 
Analysis). Seventeen members of staff opted to participate, twelve women and 
five men. One staff-member chose not to opt in. Staff came from diverse ethnic, 
social and cultural backgrounds and for some, English was not their first 
language.
Consent
Individual meetings were conducted twice w ith each resident to discuss the 
project using verbal, written and pictorial information [Appendix 1 and 2) .^ 
Individual capacity to consent to participation was explored according to 
guidance of the Mental Capacity Act (2005), which outlines that capacity occurs 
when an individual is able to comprehend and retain information relevant to the 
decision, especially as to its consequences, and use and weigh up this 
information in the decision-making process. The researcher judged that all 
residents lacked capacity to consent^.
2 Whilst people with high communication needs might not gain much information from 
formal means of communication (Thurman et al, 2005), it was important to try and 
convey as much relevant information as possible.
3 The Mental Capacity Act (2005) requires that individuals lacking capacity to consent 
are only included in research if there is no alternative to their involvement It would not 
be possible to conduct this research without doing so.
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In accordance w ith requirements of the Mental Capacity Act [2005} for research, 
a personal consultée was nominated for each participant who was asked to 
advise whether they believed the individual would wish to participate i f  they had 
the capacity to decide. W hilst the consultée in the first instance should be an 
individual close to the person and not acting in a professional capacity, all 
participants had lim ited or no contact w ith family-members. Therefore, the 
nominated consultées for all residents were Care Managers from the Community 
Learning Disability Team. Individual meetings were held w ith the consultées to 
explain the nature of the study. W ritten information was provided (appendix 3). 
Agreement to participation was received for all residents (Consultée Agreement 
Form: appendix 4). Residents' wishes were taken into account as far as possible; 
prior to each session, the researcher asked participants whether they were 
happy to be filmed, using the camera as an object of reference. Filming did not 
continue i f  there were any concerns about their willingness to be filmed (such as 
signs of distress). Staff views were sought where participants' views were 
uncleart
The researcher attended a staff-meeting to discuss the project, answer questions 
and address concerns. W ritten information was provided (appendix 5). Further 
individual meetings were conducted where requested. Staff were invited to opt- 
in using standard written consent procedures (appendix 6), w ith further verbal 
opt-in sought on each filming occasion. Staff were guaranteed anonymity and 
confidentiality, including a guarantee about not providing individual feedback 
about the quality of their work to management.
Ethics
Ethical approval for this study was received from NRES, the NHS ethical 
approval service through the Berkshire Research Ethics Committee (appendix 
7), and from the University of Surrey School o f Human Sciences Ethics 
Committee (appendix 8). Confirmation was received from the NHS Research and 
Development Team that their approval was not needed as the site was non-NHS 
(appendix 9). In accordance w ith  requirements, all names used in the extracts 
are pseudonyms.
One resident clearly expressed his preferences, smiling and nodding at times and 
covering his face at others. Other residents were not able to give clear expressions of 
preference that could be understood by the researcher.
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Procedure
Familiarisation Period
The researcher spent 16 hours in the service over two weeks to observe routines 
and interactions, enabling a more detailed understanding of the service culture.
Data Collection
After the familiarisation period, video-footage was collected over four weeks. 
The use of video enables the detailed scrutiny of interactions as they arise w ithin 
actual, practical situations [Heath et al, 2007). The researcher visited the service 
at different times of day to observe and film naturally-occurring interactions 
between staff and residents during typical household activities and outings 
[including meal-times, leisure time, a restaurant visit and local walk). Sixteen 
hours of video footage was recorded over fourteen visits (detailed log of the data 
set: appendix 10). Filming did not occur on four occasions due to staff or 
resident unwillingness to participate and on three occasions due to equipment 
difficulties. Approximately 45 hours were spent in house in total. Whilst 16 
hours of data represents a relatively small sample size, the additional 
ethnographic information is sourced from a considerably longer time spent in 
house. Applied CA studies typically involve detailed case study analysis (eg. 
Antaki et al, 2008; Goodwin, 2004) given the need for "intense and detailed 
examination" (ten Have, 1999, p.51) of the data.
Field notes were also made to inform recorded data. This, as Finlay et al (2007b) 
note, is particularly important in this setting as the nature residents' 
communication difficulties means that it  is necessary to understand what 
particular behaviours and vocalisations might mean to staff and residents.
Method o f Analysis
Recordings were watched by the researcher and all interactions between staff 
and residents were selected from the larger corpus of recorded data and 
transcribed according to conventions for CA (appendix 11). Transcription in CA 
is designed to reveal the sequential features of talk (ten Have, 1999) and 
includes detail of "the precise beginning and end-points of turns, the duration of 
pauses, audible sounds which are not words... or which are 'ambiguous' 
vocalisations, and marking the stresses, extensions and truncations that are
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found in individual words and syllables" (Hutchby & Wooffitt, 2008, p.71), as 
well as non-verbal details. Transcripts were used in conjunction w ith  video­
records during analysis.
Whilst there is no required way of doing CA (ten Have, 1999), Hutchby and 
W ooffitt (2008) observe that the main procedure has three principle stages:
1. Location of a potentially interesting phenomenon in the data and 
developing a collection of a number of such instances.
2. Description of one particular occurrence formally, concentrating on its 
sequential context.
3. Returning to the data to see i f  other instances of the phenomenon can be 
described in terms of this account.
Alternatively, singular sequences of talk-in-interaction can be analysed in order 
to detail the elements of conversational practice which inform and drive its 
production (Hutchby & Wooffitt, 2008). Both approaches were utilised here: 
collections of instances (requests and offers) were built to develop an account o f 
sequential patterns but singular sequences of talk-in-interaction were analysed 
where there appeared to be issues arising around choice. The frequency of 
certain conversational practices was noted to complement the analysis. They 
are not intended to indicate how frequently such sequences 'typically' occur. For 
consideration of the quality of the procedure, see Appendix 12.
Data Sessions
At the stage of analysis, data sessions were held w ith  the project supervisor and 
another researcher. This "informal get-together of researchers" (ten Have. 1999, 
p.l23) to discuss recorded and transcribed data is integral to the practice o f CA. 
This collaborative viewing and sharing o f observations and theory "is 
particularly powerful for neutralizing preconceived notions on the part of 
researchers and discourages the tendency to see in the interaction what one is 
conditioned to see" (Jordan & Henderson, 1995, p.44).
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Feedback to the Service
Feedback w ill be given at a staff meeting planned for August 2009.
Reflections on the Role of the Author
The impact of personal attributes and assumptions of the researcher across all 
stages of qualitative research has been well-established [eg. Chappell, 2000; 
Scior, 2003): a social constructionist view posits that it  would be impossible to 
conduct research w ithout these influences [eg. Burr, 1995; Tuffin, 1995). 1 w ill 
consider some of those here.
Research Question
Having worked in services for people w ith  learning disabilities for many years, 1 
developed a personal view that the humanity of people w ith  severe disabilities 
risks being overlooked. This seemed mirrored in the scarcity of research 
addressing their emotional needs, which gap I wished to address. My particular 
focus on choice and control was driven by my identification w ith  feelings of 
powerlessness 1 perceived many people w ith learning disabilities to experience, 
given that the service-context often necessitates extreme reliance on others. 
These personal factors led to the development of the research idea.
Data Collection
1 was aware of the im plicit power imbalance embedded with in my role as a 
‘professional observer'. This risked being exacerbated by assumptions that 
might be made of my social class, given my educational background and 
professional status. While 1 tried to minimise power imbalances, "simply doing 
research accords researchers a status which most disabled people do not have" 
(Barnes, 1992, p.l23). In addition, whilst staff were guaranteed that individual 
feedback would not be passed to management, 1 was aware of being positioned 
in an 'evaluative' role. Emerging comments from staff over the course of data 
collection suggested they started to feel less threatened by the video-recording. 
However, it  is still important to be aware of the impact of being observed on the 
behaviours of participants - for example, staff may have been motivated to avoid 
being filmed and therefore may have focussed more on household tasks than on 
interacting w ith residents. Alternatively, staff may have been motivated to 
'improve' their performance w ith  the perception that 1 was 'judging' them. As
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noted by Finlay, Antaki, Walton et al (2008) in a similar study, there is no 
evidence in the video-records that anyone seems surprised by any practices 
captured, suggesting these to be in the range of normal practice.
Data Analysis
My personal position w ill have influenced my selection of the data from the 
larger corpus of recorded interactions. I am aware of my wish to improve the 
lived experience of people w ith  learning disabilities, together w ith  my emotional 
discomfort in observing instances in which individuals are (albeit unwittingly) 
denied the opportunity to exercise personal control. This may have made me 
more aware of practices that posed a barrier to empowerment rather than those 
already effective.
ANALYSIS
Ethnographic Information
The analysis focuses on staff interactions w ith the three residents w ithout 
formal speech, w ith  a particular focus on Tom and Rob, o f whom there are most 
recorded data (interactions w ith  Maggie are included in appendix data). Ruth, 
the fourth resident, has formal speech and so interactions w ith  her are not 
included. Other individuals w ith in the transcribed data are staff members. 
Some ethnographic information about Tom and Rob is provided here^.
Tom is a man in his late-sixties. He has no formal speech but employs a range of 
gestures, vocalisations and signs (these w ill be referred to as required to 
understand the data). Tom nods and shakes his head in response to questions 
and vocalises or knocks on surfaces to attract attention, pointing to what he 
wants. He uses a range of facial expressions. Tom has cerebral palsy and is 
unsteady on his feet: he can move independently around the house but needs 
physical support at times and uses a wheelchair for outings. He has full control 
over his body movements. His hearing and vision are believed to be adequate. 
He requires full support w ith  his physical care.
Rob is a man in his late-fifties. His speech and language were judged 'non­
assessable' by a Speech and Language Therapist but staff believe his
5 Further information about Maggie: Appendix 13.
Volume One: Research Dossier
137
Major Research Project
understanding exceeds his expression. He sometimes makes a quiet vocalisation 
'mer' (understood as agreement) but otherwise remains silent. He does not 
appear to use signs or gesture and for the most part his facial expression is 
static, though he does smile and frown. His hearing and vision are believed by 
staff to be adequate. Rob is mobile and has full control of his body movements. 
He requires full support w ith  his physical care.
A plan of the home is shown in Figure 1, w ith  a plan of the kitchen and dining 
area (in which residents spent most time) in Figure 2. The home did not have a 
set routine, but broad times at which meals were eaten together in the kitchen. 
Further ethnographic information w ill be provided as required to understand 
the data.
Aims of the Analysis^
The analysis considers two areas of sequential interaction: sequences that were 
or could be treated by staff as requests, and sequences in which offers were made 
by staff to residents. These are formally distinct speech-acts: offers propose 
giving something while requests want something to be given (McHoul et al,
2008).
 ^ A glossary of terms in CA in included in Appendix 13, where terms in bold italics will 
be referenced.
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The Co-Creation of Meaning in Request Sequences
Despite not being able to produce formal language, Tom frequently makes 
utterances, gestures and movements that are understood and responded to as 
requests. In the following extract, Tom is sitting in the dining area and Kate is in 
the kitchen. Ethnographic notes indicate that his utterance "cica" ("ci" in this 
extract) is understood to mean 'cake':
Extract A VHR2[00:48:08]
01 Tom (Looking at Kate smiling with tongue out. Outstretches arm to door
02 pointing with thumb) Uh::
03 Kate You wanna go out?=
04 Tom =[Nods head smiling) [Uh::-. ]
05 Kate [You've been ]out today.
06 Tom [(looks down at lap.) ]
07 [(4.0 seconds) ]
08 Tom (Looks up smiling.Picks up spoon and holds i t  towards Kate) Uh::: =
09 Kate = Yeah dinner w ill be served soon =
10 Tom = (Puts down spoon. Takes right arm to mouth, makes a f is t and
11 makes blowing noises) =
12 Kate = Butbbles? (1.5) After dinner.
13 Tom (Looks down at lap. Looks up again and brings f is t back to mouth.)
14 Kate Not now Tom=it's too ear:ly (.) You w ill have your bath after
15 dinner (.) Okayt?
16 (1.0)
17 Tom Ci-ci-ci::-c i- [c i ]
18 Kate [Yeah. ] Dinner cake bubbles.
19 Tom (Looks down at lap.)
Tom makes five separate turns w ith in this sequence that are interpreted and 
responded to as requests: to go out in lines 1 and 2, for dinner in line 8, for a 
bath in lines 10,11 and 13 and for cake in line 17. The analysis examines how 
this shared understanding is achieved in the first part of the sequence in 
particular.
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Gaining Attention
In order for Tom to make a request of Kate, he needs to attract her attention. 
Goodwin (1981, p.59) notes that speakers in conversation are faced not only 
w ith the task of constructing sentences but w ith that of "producing sentences for 
hearers". In lines 1 and 2 of Extract A, Tom points to the door w ith his thumb 
together w ith the vocalisation "uh". He is looking at Kate as he does, suggesting 
he is directing this utterance towards her. For this to be successful, Kate needs 
both to register his turn as a turn (and thus attribute meaning to the vocalisation 
and utterance) and to recognise herself as the recipient. In this instance, Tom 
has Kate's attention - she responds directly in line 3.
W ith the other demands that staff face, their attention might not be so readily 
available. There is evidence that Tom can take this into account. For example, 
consider Extract B. Tom is sitting in the hallway looking at a magazine whilst 
Zara puts shopping away in the kitchen; they are in separate rooms and cannot 
see each other. Zara is the only staff member present. At the start of the extract, 
only Tom is visible on camera:
Extract B VHR6[00:05:13]
01 Tom (Leans forward. Throws magazine on floor. Looks to door.) Uh
02 (4.0)
03 Tom (Outstretches arm and points to door) Uh
04 (1.0)
05 Tom Uh::: (Keeps arm outstretched and moves forward on sofa) Uh:
06 (3.0)
07 Tom °Uh° (Starts to get up) Uh-uh (.) uh (.) uh::: (.) uh-muh-muh:::
08 (3.0)
09 Tom Uh
10 (1.0)
11 -> Tom Uh-muh-muh::: (Walks to kitchen; stands at door looking to Zara)
12 -> Zara (Looks to Tom) Tom (.) we'll go out when (.) when Dennis comes
13 back (.) is that a lright?
14 Tom Uh::::
15 Zara We'll go for a drive ( ) when Dennis comes backt
16 Tom Uh::::
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17 Zara Is that alrightt?
18 Tom (Turns around to leave kitchen]
19 Zara (Looks up) Is that a lrigh tt Tom?
20 Tom (Nods as he walks away)
21 Zara Good (manl
22 Tom (Sits on hallway sofa)
In lines 1, 3, 5, 7 and 9 Tom makes a number of vocalisations and gestures 
similar to those in lines 1 and 2 of Extract A. However, Zara is in another room 
and each time Tom is met w ith  silence. Tom orients to this in getting up from the 
sofa and walking to the next room in line 11, w ith  the effect of drawing Zara's 
gaze to him in line 12 and securing her attention. Gaze direction is the "default 
modality" (Schegloff, 2007, p.48) for displaying attention in co-present 
interaction, and Tom clearly orients to this. His gestures and utterances are 
organised not only in terms of his body but also w ith reference to Zara's position 
and actions, a process of co-construction described by Goodwin (2002).
Across all the data, Tom uses a range of devices to attract attention, including 
raising the volume of his utterances and shouting, standing up, banging on the 
table, changing his body position on his chair and throwing objects (16 recorded 
sequences: appendix 15^). Indeed, he employs a variety of strategies in Extract B 
- essentially escalating the nature of those when they fail to attract Zara's 
attention - increasing the volume of his utterances and getting up to walk to the 
kitchen. It is not until he has secured her gaze in line 12, though, that he gets an 
answer from her and appears satisfied his request has been registered -  he 
returns to his seat in line 20.
The Formulation o f a Request
Once attention has been gained, a request needs to be understood as such for the 
interactional sequence to proceed. In Extract A, Tom constructs his turn at lines 
1 and 2 using a combination of vocalisation and gesture:
01 Tom (Looking at Kate smiling with tongue out. Outstretches arm to door
02 pointing with thumb] Uh::
7 A limited number of supporting sequences is included in the appendix for each finding.
Volume One: Research Dossier
143
Major Research Project
Goodwin et al (2000a) note that the intellig ib ility of gesture comes w ith its 
conjunction w ith other kinds of semiotic structure. Tom is outstretching his arm 
but is also pointing to the door, establishing a specific point of visual focus where 
Kate should direct her gaze (Goodwin, 1986). Tom has also lived in the home for 
twenty years, so Kate can draw on referential knowledge resources to inform her 
understanding - ethnographic notes indicate that Tom enjoys going out and 
requests this frequently. (He is also smiling, though it  is not clear whether or not 
there is a sequential pattern governing his use of smiles).
Using this combination of interactional strategies and knowledge resources, Kate 
is able to formulate in line 3 a candidate proposal as to what Tom might be 
meaning. She structures this as a guess - "you wanna go out?". Her use of the 
word "wanna" displays that she has understood his utterance as a request 
Schegloff (1968) discusses the notion of conditional relevance, in which the 
first pair part builds a context that shapes interpretation of whatever is said in 
reply. Requests are sentence-initiating actions, making relevant either 
granting (acceptance) or non-granting (declination) responses (Vinkhuyzen & 
Szymanski, 2005). Tom has therefore created a space for Kate to grant or 
decline his request.
Checking Understanding
Rather than giving the preferred response format immediately, Kate’s turn in 
line 3 is a request for clarification as to the nature of the request - she is checking 
whether she has understood him correctly. She constructs this as an insertion 
sequence (Schegloff, 1972) - setting up a sequentially possible next object for 
Tom as either an acceptance or rejection of her proposed understanding. His 
response in line 4 is to nod and smile together w ith  the vocalisation "uh:::", 
which Kate receives as an affirmatory response that she had correctly 
understood his request. Her turn in line 5 - "you’ve been out today" - can be seen 
as the second part of the paired set created by Tom in lines 1 and 2 - in this case, 
a non-granting response (the issue of staff granting and rejecting requests w ill 
be taken up later in the analysis).
It is important to question whether there is evidence that Tom has the 
understanding and expressive resources to genuinely participate in this
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sequence, particularly given the alleged acquiescence bias [Sigelman et al, 1981) 
of people w ith  learning disabilities. We cannot be sure he has understood her 
utterance or has the resources to confirm or reject her understanding. The 
insertion sequence shown in lines 1 - 5 as a means of checking and 
collaboratively establishing meaning w ith  Tom is employed frequently by staff 
[20 recorded examples; appendix 16). Extracts C and D suggest this is w ith in his 
competence:
Extract C VHR5[00:27:29]
01 Tom (Makes blowing noises]
02 Naomi Would you like to have bubbles?
03 ^  Tom (Smiles and nods] Uh:::
04 Naomi TAh::>L when Ruth gets out the bath then you have ni::ce bath.
Here, Naomi interprets Tom's gesture in line 1 as a request and makes a 
candidate proposal in line 2 that he is asking for bubbles (which she displays in 
line 4 that she understands as referencing "bath"). Tom's nod and smile in line 3 
is unambiguous, confirming her understanding was correct. Naomi's use of "ah" 
in line 4 is an instance of a class of objects that Heritage (1984a) terms "change- 
of-state tokens", utilised to register a just-preceding utterance as 'informing' and 
producing a change in the recipient from not-knowing to knowing. This displays 
that Tom has now clarified something to her of which she was previously 
unclear through use of the insertion sequence, to which she can now respond. A 
different sequence occurs in Extract D. In this extract, Tom is sitting on the sofa 
in the hallway. His utterance in line 1 is presumably to attract Dan's attention as 
he enters (line 1 is off camera, so any accompanying gesture is not recorded):
Extract D VHR10[00:15:02]
01 Tom Uh uh uh uh:::
02 Dan You want some breakfast? (2.0) Dyu want some breakfast?
03 Tom Uh::: (Points to door)
04 Dan What you after?
05 Tom (Waves arm up and down pointing) Uh:::
06 Dan You look reallv tired todav.
07 (2.0)
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08 Dan D'you want some breakfast?
0 9 ^  Tom [Puts feet up on sofa) Uh:::
10 Dan Or not?
l l - >  Tom [Lies down)
12 Dan Okay (.) HhH.
As Kate and Naomi did in Extracts A and C, Dan interprets Tom's utterance in 
line 1 as a request and offers a candidate proposal in line 2 that he wants 
breakfast. In this instance, rather than smiling and nodding as he did in Extract 
C, Tom in line 3 repeats his utterance "uh:::" w ithout the smile and nod and 
points to the door, suggesting that Dan has not correctly understood. Dan 
displays his understanding that Tom is trying to correct him here by employing 
the question "What you after?" in line 4, which in itself could be a catalyst 
question for a search for a new guess. In this instance, Dan does not seek a new 
candidate proposal in response to Tom's emphatic gesture and utterance in line 
5 and, instead, in line 8 renews his in itia l suggestion that Tom might like some 
breakfast (this pursuit of a particular outcome by staff in spite of non-uptake by 
residents is taken up later in the analysis). At this point, Tom puts up his feet 
and lies down, which Dan treats as an embodied response to his yes-no- 
in terrogative  - seeking confirmation of this in line 10 w ith his question "or not" 
- which he receives from Tom in line 11. Dan's use of "okay" in line 12 marks 
that he has registered and accepted Tom lying down as indicative that he is 
rejecting the proposal of breakfast. Tom and Dan appear to be orienting to some 
shared knowledge or common ground (Clark, 1992) - meals are always eaten in 
the kitchen so to take up the suggestion then Tom would have to get off the sofa 
and walk there - and he performs an opposing action. Whilst the nature of Tom's 
request in Extract C is not clarified by Dan, he demonstrates he has the capacity 
to reject misunderstandings by staff - which another time might create the 
opportunity for another candidate proposal to be offered.
Returning to Extract A, the insertion sequence in lines 3 and 4 is not necessary 
every time. While in the ensuing turns (lines 8 -18) Tom does explicitly confirm 
each of Kate's displays of understanding, his next-turn actions hold an embedded 
assumption of adequate understanding - he does not repeat his requests or 
otherwise initiate repair. This represents a saving in jo in t time in the
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interaction (Higginbotham & Wilkins, 1999) as Kate can presume Tom w ill 
initiate repair i f  she has misunderstood - and Extract D demonstrates he has the 
resources to do so.
Summary
Extract A, w ith  the supplementary information provided in Extracts B, C and D 
(and the appendix) demonstrates some of the resources Tom has to enable his 
communication to be understood as a request through a process of co­
construction. Through use of the sequential and referential context, he employs 
a combination of gesture, vocalisations and gaze to gain attention, construct a 
meaningful request and confirm Kate’s understanding of it. His turns achieve 
sense by occurring in an environment that has already been constructed through 
the prior turn (Goodwin, 1995), together w ith  shared background knowledge. 
Whilst his utterance "uh" could raise questions of competence in other talk, the 
sequence achieves a "texture of in telligib ility" (Goodwin, 1995, p.4) w ith  Tom 
having been positioned as a competent communicator. Review of the data 
suggests this is a common sequential pattern for him.
Ambiguous Non-Vocal Behaviours
Actions and utterances w ill fail as a form of pragmatic action i f  they are not 
taken into account by co-participants (Goodwin, 2000a). Whilst Tom does not 
have a lexicon, many of his gestures and signs are 'conventional' (such as 
pointing or nodding his head) and it  is perhaps more intuitive to build an 
understanding of these as 'requests'. Rob has fewer conventional resources and 
creating meaning w ith  him relies on different sequential structures, which are 
not always as successful. The following extended sequence occurs in the kitchen 
and dining area. Rob has been eating his meal since 00:02:19. Zoe, the staff- 
member, is standing in the kitchen and another resident, Ruth, is seated at the 
table. There is a dinner portion on the kitchen counter. There is no other food in 
the vicinity (the fridge and food cupboards are kept locked). The extract begins 
as Rob finishes eating:
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Extract E^  VHR2[00:09:34]
[(29.0 seconds]
01 Rob
02 Rob
03
04 Ruth
05 Zoe
06 Ruth
07 Zoe
08
09 Ruth
10 Rob
11 Zoe
12
13 Zoe
14
15 Rob
16 Zoe
17 Rob
18
19 Zoe
20 Rob
21 Zoe
22 Rob
23
24 Rob
25
26 Zoe
27 Rob
28 Zoe
29 Rob
30 Zoe
31 Rob
32 Zoe
G Data omittei
[2.0)
Screamin [in th=party ]
[(stands up and walks quickly towards kitchen]  ]
[3.0)
your plate=no:<=[ftnrns to stop Rob taking food) ]
[(reaches fo r  food on counter) ]=
[2.0)
[(continues looking towards food) ]
[(7.0 seconds) ]
[Cturns back to bowl. Face hidden but possibly scraping bowl) ]
[(4.0 seconds) ]
Ro:b [.) i f  you’ve finished [[2.0) bring yer plate (.) Thank yo:u ]
[(stands up; takes bowl to sink) ]
“Thank yout° [.) Take- [(wipes down Rob's apron)  ]
[(stands still then starts walking away) ] 
Let me take- (.) let me [take that. ]
[(stops still) ]
omitted for reasons of clarity. There was no evidence in the video-record that Zoe or 
Rob were oriented towards this in their interaction.
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33 [...]
34 Zoe [Go to the lou:nge. ]
35 Rob [[walks to radiator) ]
36 Zoe [( 1.01 Go to the lounge=than:k vou ]
37 Rob [[stands by radiator looking towards kitchen) ]
38 Zoe [You can sit in the lounge(p«ts hand to Rob's shoulder to move him)]
39 Rob [[stays still ) ]
40 Zoe Thank you=not? = [walks away back to kitchen)
41 Rob [continues standing at radiator)
Gaze as a Means o f Displaying Desire or Intention
As Rob finishes his meal, he turns his body towards the kitchen in line 1 and 
looks towards the food on the counter w ith  a fixed gaze for 29 seconds. Given 
the limitations o f Rob's other resources, the direction of his gaze becomes 
important in establishing what has captured his attention. In this instance there 
is food on the counter, which would not normally be available. It could be 
argued that his gaze could be taken by others as m irroring Tom's use of arm- 
pointing as a way of displaying what he wants or is interested in. However, 
whilst Tom demonstrates an understanding of the role of gaze in establishing 
jo in t attention, Rob does not appear to orient to this. His focus seems to be on 
the desired object rather than on Zoe as a means o f achieving it. This is not 
noticed by Zoe, who is engaged in conversation w ith  another resident; it  is not 
clear whether the focus of Rob's gaze would have been registered and attributed 
meaning otherwise. The other resident has more obviously sought Zoe's 
attention through calling her name in line 4: spoken language in this instance is 
more readily oriented to than gaze.
Bodily Approach as a Means o f Making a Request
In line 10, Rob makes a bodily approach towards the food, which could be 
viewed as a similar escalating strategy to those employed by Tom in Extract B 
when his in itia l strategy failed to attain the desired outcome. Rob does not have 
the communicative resources available to Tom to symbolise his meanings and so 
his bodily approach could be taken by others as a concrete form of 
communication. Formulated in this way, his approach is successful: unlike the
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direction of his gaze, his approach is noticed by Zoe, who turns towards him in 
line 13.
However, Zoe responds by pointing to the table, essentially to somewhere 'over 
there’ and 'away’ from the counter. In addition, her faster pace of speech in lines 
13 and 14 and latching of utterances can be seen as obstructive moves since 
they resist interruption and serve to ensure that her command that Rob takes his 
plate is completed before he arrives at the counter. Unlike in Extracts A - D 
involving Tom, in which staff offer candidate proposals in response to his 
gestures and utterances to clarify their understanding of what he is seeking, Zoe 
responds in line 14 w ith an emphatic "no". This is repeated in line 16 together 
w ith  a removal of the food item. This serves instead to shut down the sequence: 
Rob returns to his seat w ithout the second-helping we can presume he was 
seeking. The purpose of Zoe addressing Rob in line 19 is unclear. The stretch of 
his name and undulating tone could lend to an interpretation that Zoe is taking 
an accusatory or blaming position, thus constructing her turn in line 21 - "thas 
for Maggie" - as a complaint about his behaviour. Alternatively, she may he 
taking a more conciliatory stance in providing an account for the sharpness of 
taking the food back from him in line 16. Either way, she displays her 
understanding in lines 19 and 21 that there has been some troub/e in the prior 
turns in a way that represents a transgression, the accountability of which is in 
question (that either her own or Rob’s conduct has been inappropriate or 
unjust). Drew (1998) notes that accounts of transgressions arise from the 
speakers’ orientation to the "prejudicial moral implications" (p.302) that might 
be attached to that conduct - and it  appears to be this to which Zoe is orientated. 
However, by focussing on the specific act of reaching for that specific portion of 
food (the only one visible to Rob), the possibility of formulating his bodily 
approach as a more general request for second-helpings was overlooked.
Compliance Formulated as Collaboration
Zoe’s turn in line 26 can be seen as a boundarying o ff device (Jefferson, 1988), a 
procedure used to achieve exit from "troubles-talk" by starting some altogether 
new activity, topic or business:
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26 Zoe Ro:b (.) i f  you've finished [(2.0) bring yer plate (.) Thank yo:u ]
27 Rob [(stands up; takes bowl to sink] ]
Specifically, Zoe's turn is consistent w ith  the in itia l turn o f a sequence-closing 
sequence (Schegloff, 2007, p.l86): she is in effect proposing 'bringing the matter 
to a close'. Whilst Rob scraping his bowl in line 24 could be viewed as a request 
for more food, Zoe takes it  instead as a sign that he has finished and that the 
eating session can be concluded. Her use of the conditional word " if ' suggests 
Rob has a choice -  withholding the response of bringing his plate would imply he 
has not finished. Ostensibly, Rob's turn in line 27 in standing up to take his bowl 
to the sink is collaborative in closing the sequence down: it  is the preferred 
response to the stance displayed by Zoe in the prior turn. However, closer 
inspection of the data suggests that this may not in fact be a genuinely 
collaborative turn or choice by Rob. His gaze in lines 20 and 22 remains on the 
food in the kitchen, as it  had in line 2, which -  as already taken up in the analysis 
-  may be his only resource to display intention or initiate a request (other than a 
bodily approach, which has already been resisted by Zoe). In line 24, he turns 
back to his empty bowl and appears to be scraping it  w ith  his spoon and in line 
37 he returns his gaze to the food again. This raises the question of whether his 
turn in line 27 really was a collaborative response to Zoe's proposal.
Notably, in going to take his bowl to the sink, Rob stands up after the word 
"finished" and is already walking when Zoe starts to say "bring yer plate". 
Hutchby and W ooffitt (1998) observe that turn-taking occurs at "transition­
relevant places" (p.48), often at the end of turn-construction units. In this 
instance, Rob responds before the end of Zoe's prior turn. One possibility is that 
Rob has understood and responded to the key-word "finished" in her turn and 
constructed that as a command. Certainly, there are other indications in the 
extract that Rob may be responding to other linguistic or contextual cues than 
the content of Zoe's speech. In line 28, he stands still at the point that Zoe starts 
wiping down his apron - apparently responding to this physical cue rather than 
the words she was using. He stops still again in line 31 w ith the increased 
volume of the word "take", perhaps taking his cue from this emphasis rather 
than the content. Zoe has also given Rob a number of visible 'markers' that there 
is no more food to be had: in stopping him taking the food in line 14, taking it
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back from him in line 16, cleaning and removing his apron in lines 28 and 32, 
and in lines 34, 36 and 38 asking him to leave the kitchen area entirely. Zoe is 
displaying to Rob, verbally and visually, that there is not an option of second 
helpings - and it  would appear to be these types of cues to which he responds in 
taking his bowl to the sink in line 27.
What might have been treated as a request by Rob has been unsuccessful. His 
use of gaze as a means of signalling attention to what he might like was not 
noticed, his bodily approach was resisted and shut down, and the matter was 
‘brought to a close' despite Rob's non-verbal cues that he might wish otherwise.
Opportunities to Create Meaning Shut Down
In other instances, some of Rob's turns were in itia lly treated by staff as potential 
requests but disregarded in the event that he could not confirm their proposed 
understanding. In the following sequence, Rob has been engaged in an activity 
elsewhere and enters the kitchen - where Kate is standing - as the extract begins:
[Walks to freezer. Opens door; starts opening drawers.)
ÎRo::b\L
(Continues opening drawers]
(Approaches freezer]. Rob (.) what do you [want from there?
[(takes Rob's arm and
guides i t  out]
Rob Q no its frozen [(Closes drawer) It's frozen food.
[(Walks towards dining table; sits down.]
In line 1, Rob makes an approach to the freezer; this could be viewed by others 
as a concrete request form as previously explored (it is unclear whether he has 
something in mind that he is seeking). Kate's initial response in line 2 is to call 
his name, the purpose of which is unclear. Her turn forms the first part of a 
summons-answer sequence, opening up a conditional relevance for an answer 
from Rob, either as a go-ahead or blocking response (Schegloff, 2007, p.59).
Extract
01 Rob
02 Kate
03 Rob
04 Kate
05 Kate
06
07 Kate
08 Rob
 ^ For reasons of space, some parts of the extract are summarised here. It is transcribed 
in full in Appendix 17.
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The purpose of the summons is in itia lly unclear. One possible formulation is 
that this is a generic pre-sequence device designed to secure Rob's attention 
prior to her enquiry in line 4. Formulated in this way, the preferred go-ahead 
response from Rob could be displayed by a redirection of gaze or re-orientation 
of posture. In continuing to open the drawers in line 3, Rob is withholding such a 
response - though, as Schegloff [2007, p.51) observes, failure of the summons to 
attract a target's attention can be more of a 'default' than a 'designed' action of 
the target. It is not observably clear whether Rob has registered the summons 
and is withholding a response or not. On not getting the preferred go-ahead 
response from Rob, Kate attempts to repair the summons-answer sequence 
[th ird  position repair; Schegloff, 1992) by approaching the freezer in line 4. 
Her verbal turn - "Rob what do you want from there?" [and in particular use of 
the word "want") could be seen to display she is thinking about Rob's turns in 
lines 1 and 3 as a request and seeking clarification as to its nature.
However, closer analysis brings this formulation into question. Kate has 
constructed her utterance in line 4 as a question, making relevant a second-pair 
part of an answer - a clarification by Rob as to what he is requesting. As Rob 
does not a lexicon to provide this answer, his available options are to show Kate 
what he is seeking or leave a space for her to offer an object from the freezer to 
him. Kate's bodily action in line 5 and 6 serves to block the former and her 
action in closing the drawer in line 7 blocks the latter - suggesting that her verbal 
turn in line 4 was not a genuine enquiry as to what Rob was seeking. Therefore, 
rather than viewing her turn in line 2 as a means of securing Rob's attention 
prior to her enquiry, an alternative formulation is to view it  as a bodily summons 
- calling Rob away from the freezer. Formulated in this way, the preferred go- 
ahead response from Rob would be to walk away - so Kate's bodily approach in 
line 4 and subsequent turns in lines 5 to 7 of blocking Rob's attempts to open the 
drawers could be viewed as a means o f repairing the failed summons.
Notably, in considering this second interpretive option, there are two sets of 
adjacency pa irs  created in the sequence: in line 2, Kate's turn forms the first 
part o f a summons-answer sequence and her turn in line 4 forms the first part of 
a question-answer sequence, neither o f which are responded to by Rob. Kate 
takes action to repair Rob's non-response to the former but not the latter - when
Volume One: Research Dossier
153
Major Research Project
Rob walks away from the freezer at line 8, Kate does not pursue the normative 
requirement of an answer to her question in line 4, "what do you want from 
there?". This places her turn in line 4 as an insertion sequence, launched to 
address matters which need to be dealt w ith  in order to enable the doing of the 
more important second-pair part - Rob's response to her summons in line 2. 
When Rob walks away from the freezer in line 8, he gives the delayed preferred 
response to the summons-answer sequence and so the matter can be dropped. 
The result is that the purpose of Rob's turns is not clarified by Kate. He 
subsequently re-approaches the kitchen and starts opening the cupboards:
27 Rob [Turns round and opens cupboard.]=
28 Kate =[Looks up.)
29 Rob (Closes cupboard and [opens next one.)
30-> Kate [What you looking for Rob?
31 Rob (Closes cupboard; opens next one. Pulls out item - unclear what.)
32-> Kate Ro::b what=you looking for?
33 Rob (Looking at item in hand trying to open it.)
3 4 ^ Kate What [you want to) take that for? (Takes item from him.)
35 Rob (Continues looking in cupboard then walks to next one.)
36 —> Kate Want something to drinkt?
37 Rob (Opens and closes next cupboard. Turns around, back to counter.)
38 Kate lust- checking f.l i f  thev're all locked?
39
40
Rob [(Looks at Kate. Remains standing at counter.) ] 
[(15.0 seconds) ]
In this segment of the extract, Kate's questions in lines 30 and 32 imbue Rob's 
opening of the cupboards w ith  intention - that he is looking for something - and 
she is seeking clarification as to the nature of this. Her turns open up options for 
Rob, as before, to show her what he is seeking or leave a space for her to offer it  
to him. He appears to orient to this in line 33 in taking an object from the 
cupboard [ it  is not clear what this is) but this is blocked by Kate in line 34, who 
takes it  back from him. As in the previous segment of the extract, her verbal and 
non-verbal turns are incongruous - she seeks verbal clarification from Rob as to 
what he is seeking but blocks the possibility of embodied answers.
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In line 36, Kate offers a candidate proposai to Rob "want something to drink” - 
displaying that she is continuing to try  and treat his turns as possible requests. 
However, in providing a candidate proposal, she displays her understanding of 
what might be an acceptable item for Rob to be requesting. This subtly casts the 
item he selected himself in line 33 as a deficient choice. It may be that she has 
understood his willingness to let her take i t  back from him as confirmation that 
it  was not what he was seeking or the item may not be seen as a 'legitimate' 
choice. In putting this candidate proposal to him, Kate makes the sequentially 
im plicative  turn of a yes-no-type interrogative. While Rob does not immediately 
stop his search of the cupboards, he does go on to turn around and stand looking 
at Kate. Provided that Rob could understand the verbal proposal put to him, his 
available options to accept the proposal may have been to approach Kate, 
withdraw  from her or do nothing - turning to face her may have been using the 
only resource available to him to accept the offer [or to display engagement in an 
interaction w ith her, opening up a space for further options to be "offered). 
However, given the ambiguity o f his response, the proposal is not pursued by 
Kate and she reformulates his actions entirely in line 40: "Just checking if  they're 
all locked?"
Rob does not appear to have the communicative resources that are available to 
Tom to accept or reject staff-members' candidate proposals of their 
understanding of his actions. Whilst tentative proposals are put to him that infer 
his actions are being thought about as requests, he cannot apparently confirm or 
disconfirm those - and the opportunity of seeking meaning non-verbally through 
showing what he is seeking is shut down through moves to block him. As a 
result, those initial tentative proposals are discarded and, as shown in lines 74 - 
76, alternatives intentions become imputed to his actions - that he is checking 
the cupboards are locked or is "on the prowl":
74 Dan He's on the prowl today.
75 Kate Yeah [.) he was checking all the cupboards they are locked [.)
76 and even the freezer.
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Summary
The material in Extracts E and F demonstrates the difficulty that Rob and staff- 
members experience in co-creating meaning in sequences that could be treated 
by staff as requests. Rob utilises a number of resources that could be treated as 
requests: gaze, bodily approach, selecting objects and bodily orientation. 
However, these are not attributed meaning by staff: they are not noticed, 
resisted or shut down (16 recorded sequences; appendix 18). Rob becomes 
positioned as incompetent in these interactions and his potential choices remain 
unrecognised. This points to the way in which 'conventional' communicative 
resources - albeit the non-linguistic ones employed by Tom - are privileged by 
staff in request sequences.
Granting and Non-Granting Responses
Preference fo r  Granting
Once an utterance, gesture or bodily gesture has been understood as a request, it 
is the organisation of speakers' turns afterwards that determine whether it  is 
actualised. 'Request' sequences thereby position staff as 'authority figures' w ith 
the power to decide whether or not 'requests' are legitimate (or indeed whether 
they have been made at all). In the corpus of recorded data, there were five 
instances in which utterances treated as requests were granted immediately, 23 
'granting later' responses (whether or not these were actualised) and 43 non­
granting responses. Extract G is characteristic of the grantings. Zara and Tom 
are standing in the kitchen:
Extract G VHR6[00:10:24]
01 Tom (Reaches into cupboard) Uh:: (Takes cup; holds i t  towards Zara)
02 Zara You want a drink?
03 Tom °Uh:::° (Nods)
04 -> Zara (Takes cup) Goo::dt m an i (.) >Okay< let's get some (thing)
Zara understands Tom's gesture and utterance in line 1 as a request and offers a 
candidate proposal in line 2 to clarify her understanding of this, which Tom 
appears to confirm by his vocalisation "uh" and in giving the cup to Zara. The 
granting response is undoubtedly the preferred response format here as Zara 
employs a number of conversational devices to demonstrate her alignment w ith
Volume One: Research Dossier
156
Major Research Project
Tom. Firstly, she takes the cup from him immediately; Wootton (1981) observes 
that grantings are stated w ithout delay, whilst refusals are frequently delayed. 
In addition, her use of the words "good man" and collaborative phrasing "let's" (a 
membership categorisation device: Sacks, 1972) sets up a scenario in which 
she and Tom are on the'same side'and achieving a common goal.
There is a striking difference in Extract H. In this extract, Tom is sitting in the 
dining area whilst Dan cooks dinner. Zara approaches him:
VHR4[00:46:41]
Y=alright? (1.0) How are yout?  (Takes Tom's hand] Y- alright? 
(Points thumb to door, looking up a t Zara with tongue out ) Heh:::= 
=You want to go out?
(Nods head]
(Steps away from  Tom. [Turns around] '
[Yeah later  cos um: (.) (Waitin) for a 
drive later (.) ask Dan alrightT?
(Arm down. Looking a t Zara smiling and tongue ou t]
Zara's verbal response in line 6 is to say "yeah later", which would be the 
preferred granting response to Tom's request had it  been formulated as a 
request to "go out at some point today" rather than 'now'. However, despite 
apparently granting the request w ith "yeah", there are a number of indications 
that her response is not in fact a granting one. Firstly, she turns away from Tom 
in line 5 - markedly different from her aligning responses in Extract G. Secondly, 
preferred responses are likely to be short, immediate and to the point - such as 
that in Extract G - while dispreferred ones are more elaborated (Schegloff, 2007, 
p.65) as here: Zara's use of "cos" in line 6 is a signal that she is searching for an 
explanation to elaborate her response. A preferred response is not ordinarily 
treated as 'accountable' (Schegloff, 2007, p.66). Furthermore, her use of "um" in 
line 6 followed by a (.) silence is an example of a class of objects such as "err" or 
"hm" in which the speaker displays something like 'thinking about how to put it' 
and thereby some trouble w ith  the request (Davidson, 1984, p.l27), even at the 
later point in time she has proposed.
Extract H
01 Zara
02 Tom
03 Zara
04 Tom
0 5 ^ Zara
0 6 ^
07
08 Tom
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In conventional conversational terms, this is an example of a turn designed to 
mitigate the refusal and avoid too overt a disalignment (Schegloff, 2007, p.64). 
Zara's dispreferred rejection of Tom's request is never articulated: it  is softened 
to "vanishing point" (Schegloff, 2007, p.65), expressed by her suggestion that he 
ask Dan instead of herself. It is unclear whether Tom has understood this as the 
'end result': he brings his arm down in line 8, displaying cessation of the request, 
and his facial expression indicates pleasure but his actual understanding of 
whether or not he w ill be going out is unclear. Crucially, in the same extract, he 
goes on to make three subsequent requests to go out (evidenced through a 
similar vocalisation and gesture to that in line 2), suggesting he has either not 
understood or not accepted Zara's response. When these are not taken up by 
Zara, he takes an escalatory stance and approaches her in line 45:
45 Tom (Walks to counter)
46 Zara Hello Tom.
47 Tom (Points to window] Heh:::
48 Zara (Points to window] You want to go outT
49 Tom (Brings down arm smiling]
5 0 ^ Zara (Taps watch] Yeah:: after dinner. Look at the time now (shows
51 Tom watch] When you've had your dinner (1.0) Around seven
52 o'clock ok?
53 Tom °Heh:° (points thumb to chest]
54 Zara Yeah we'll go in the van (1.0) AlrightT?
Zara's response in line 50 is less ambiguous than in line 6. She invokes time as a 
'granting later' response, giving Tom a clear indication of when his request w ill 
be granted. Importantly, in line 11 of this extract another resident makes a 
verbal request to go out. Zara again defers to Dan, who affirms in line 14 that 
this would be possible. The staff-team operate on a hierarchical system whereby 
one person is charged the 'senior' of the shift - whom in this instance was Dan. 
The clarity of Zara's response in line 50 suggests she was orienting to this 
hierarchical order in giving Tom a mitigated non-granting response in line 6; 
having now had 'authorisation' to permit his request, she does so. Whilst her 
response in lines 6 -7  and that in line 50 are ostensibly the same - that Tom w ill 
go out later - her naming of a specific time and use of a visual object, her watch.
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to represent this (whether or not Tom understands time] serves to give Tom an 
understanding that his request w ill be granted. He appears to accept this, 
leaving the kitchen in line 59 to sit in the hallway.
The material in this extract highlights the sensitivity of non-granting responses. 
Requests are delicate social actions, raising issues of social obligation and 
indebtedness (Vinkhuyzen & Szymanski, 2005]. They raise particular dilemmas 
for staff between responding to requests and affording residents choice whilst 
also orienting towards other household demands, such as the hierarchical 
structure oriented to here (other demands oriented to in the data corpus are 
demands of other residents, staff shortages and household tasks). Zara's 
dispreferred response in line 6 perhaps reflects one way in which staff manage 
those tensions: through mitigation. Non-granting responses in the data corpus 
were most often presented in this 'softened' form - as a 'granting later' response 
(23 recorded examples):
Extract I VHR4[00:42:22]
01 Tom (Raises arm and points with thumb to patio door]
02->  Dan >You're g- go out a b it later veaht?<=
Extract! VHR9[00:37:39]
01 Tom Ci- cica.
02 Dennis Later Tom (.) later.
Extract K VHR11[00:25:37]
01 Tom (Points to door smiling] Uh::::
02 Julie You're gonna go out later on aren't you?
In doing so, staff are essentially 'putting o ff the request: they suggest the 
possibility of some future time at which it  w ill be grantable, w ithout stating 
when and where this w ill occur. A clear advantage for staff is that these 
responses do not require explanation, given the 'non-accountable' nature of 
granting responses. They also maximise the possibility of a granting in some 
form, albeit not for 'that thing now' (Wootton, 1981). It may be impossible for
Volume One: Research Dossier
159
Major Research Project
staff to grant requests immediately but in avoiding the refusal token 'no', it  is 
unclear whether such responses are meaningful - as in Extract H.
Accounts
Where non-granting responses were made more explicitly, they were most often 
accompanied by three types of account, addressing the belief conditions 
illustrated in Table 2 [grouped according to types described by Wootton, 1981). 
For reasons of space, only the first two types of account w ill be discussed further 
in this analysis as these were also the most typical:
Table 2. Typical account forms fo r  non-granting responses^ .^
Type of Account Recorded Example Number
Recorded
Existential Status of You've just had a b it of cake 21
Action haven't you
Time of Performance Not now Tom=it's too ear:lv 19
Ability I'm trying to put the cold things 
away
3
The most typical form of account given by staff was reference to the "existential 
status of the action" [Wootton, 1981), that being a reference to the 'already 
completed' status of that being requested:
Extract L VHR2[00:43:54]
01 Tom Cica::: (puts down spoon.)
02-^ Ian Tom you've just had cake [.) you have to wait for dinner after
03 dinner mate =
04 Tom = (Points to door with thumb, smiling, tongue out.)  Uh:::: =
05-> Ian >Wait for after din-< na:: you've been out for a drive haven't you
1° Some extracts [eg. Extract L) contains several categories of account - in instances 
where staff give two forms of account within a turn. These figures allow double­
counting.
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06 you ad ice cream [(0.5) Luclwyou. ]
07 Tom [[nods smiling] ]
Extract M VHR9[00:41:04]
01 Tom [Bangs table with hand smiling] Uh::: (.) [Bangs table again]  °Ci- ci-°
02 cica:::
03 Dennis Tom (.) you ate cake a couple o f minutes ago uh::
Extract N VHR11[00:16:02]
01 Tom Uh:: [points to fridge]
02 Julie >You've just had a b it of cake haven’t  you Q  I've seen you [.) you've
03 had about two bits already this morning<
In these extracts, staff make reference to the fact that Tom has at some point in 
time already had that which he is requesting, so cannot or should not require it  
again. This raises the question of the power relationship that is constructed in 
who determines 'need'. In alerting staff to his wishes, Tom could be viewed as 
expressing his understanding of his needs or desires, while staff are orienting to 
more normative assumptions as to how frequently cake ought to be consumed or 
how often it  is necessary to go out. Given that Tom cannot [or is not enabled to) 
fu lfil these desires for himself, i t  is those normative assumptions that govern the 
outcome of the interactions - that Tom's requests are not granted.
It is worth questioning the validity of those grounds for refusal. In Extract L, Ian 
accounts for his first refusal in line 4 saying "you've just had cake" and in Extract 
M, Dennis's account in line 3 is that "you ate a cake a couple of minutes ago". In 
neither instance did the video record prior to this point attest to these accounts. 
For example, in the 41 minutes of recorded interaction p rio r to Extract M, Tom 
had not eaten any cake but may well have had some prior to that. This suggests
that the real reason for Dennis's refusal lies elsewhere. There may be many
unstated reasons for staff refusals - perhaps unwillingness, competing demands 
[as already discussed), individual staff-members' beliefs systems about the 
appropriateness of the request - to name a few. However, the preference is to 
invoke the status of the request as having been already granted, thereby 
positioning it  as invalid rather than the non-granting person as unwilling (no­
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fa u lt quality: Heritage, 1984b) - whether or not that reflects the genuine facts of 
the matter.
The second most frequent type o f account invoked by staff was orientation to 
time. For example:
Extract 0 VHR9[00:47;11]
01 Tom (Brings hand to mouth; makes moaning sound]
02 -> Dennis Tom [.) dinner first okay?
03 Tom (Nods head]
04 Dennis Cake after dinner.
05 Tom (Moves arm up and down, finger in mouth. Makes moaning sound]
06 -> Dennis You can't have cake before dinner Tom.
Extract? VHR6[00:30:05]
03 Tom (Points to window] [Cica ]
04 Zara [You had] (your) [.) you've had some cake [.)
05 [...]
06 ->Zara Lunchtime in a minute so-
As in the previous examples, staff orient towards normative assumptions 
governing need - in this case by invoking 'givens' about the times 'at which 
things are done' - that cake or bath comes after dinner or after lunch and so on. 
This implies that there are 'rules' and norms governing what can and cannot be 
granted and when. In drawing on a 'rule' (for example: "you can't have cake 
before dinner Tom"), the request itself is again positioned as invalid.
Summary
The material in Extracts G to P demonstrates how staff exhibit a preference for 
granting in organising their initial turns after requests. As a result, non-granting 
responses are more likely to be mitigated [through devices that 'put o ff the 
stating of a rejection token). While such devices serve to avoid disalignment in 
the interaction, it  is argued that they risk excluding residents from full 
participation in the interaction through increasing demands on verbal 
comprehension. It is also argued that staff orient to normative assumptions in
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accounting for refusais whilst residents appear more oriented towards their own 
needs or desires.
Ambiguous Behaviours in  O ffer Sequences
Another means by which residents are afforded choice is when offers are made 
by staff. Offers are sentence-initiating actions, making relevant either accepting 
or rejecting responses. As established, these are both w ith in  Tom’s competence 
but it  is less clear whether both are w ith in Rob’s and we also cannot be sure of 
his verbal comprehension. There is a danger that, having produced an offer and 
set up the sequentially possible next object as an acceptance or rejection, staff 
w ill treat this consequence of their actions as an actuality, rather than a 
possibility [Davidson, 2005) - treating whatever follows as implicating 
acceptance or rejection. Consider Extract Q - Rob and Ian are dining in a buffet- 
style restaurant. They have finished eating and Ian is proposing going for 
second-helpings. Importantly, he is proposing taking Rob's plate to the buffet- 
bar on his behalf:
VHR3[00:17:11]
N ow i do you want some more?
[[Looks down at plate. Pushes i t  towards Ian ]  ]
[(3.0 seconds] ]
[D'you want some moret? ]
[(Continues moving plate] ]
I'll take that=us a yes =
= (Lets go o f plate.]
NowT=do you want the same?
[1.0)
Same what you had before yeaht?
(Looking down at plate. Moves fo rk  round plate.]
[5.0)
Thas=if 1 can remember it  Robt-(Gets up and leaves table.]
Extract Q
01 Ian
02 Rob
03
04 Ian
05 Rob
06 Ian
07 Rob
08 Ian
09
10 Ian
11 Rob
12
13 Ian
Ian makes s
from Rob.
understood as an affirmative response - as explored in Extract R - he does not
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employ that here and instead starts to move his plate towards Ian in line 2. This 
response is ambiguous: Rob may be moving the plate away from himself as a 
display that he has finished eating and does not want more or may be moving it  
towards Ian to indicate that he does. Pomerantz [1984) notes that, in the event 
of a recipient giving an incoherent response, the speaker sees this as manifesting 
some 'problem' and deals w ith  it  accordingly. In attempting to initiate repair in 
line 4, Ian displays his uncertainty about the nature of Rob's turn.
Ian essentially tries the easiest solution: recycling the question in line 4 and 
providing a next place for Rob to accept or decline (third position repair; 
Schegloff, 1992): "D'you want some more?" This could be seen to serve as a way 
of 'checking out' whether Rob's gesture in moving the plate was relevant to the 
offer. When Rob does not change his response - continuing to move his plate in 
line 5 - Ian this time takes this as an affirmative response. He clearly articulates 
this in line 6 [perhaps for the benefit of the camera) as his interpretation - "I'll 
take that us a yes" - which Rob appears to accept and lets go of the plate. This 
in itia l exchange appears to have been successful - Ian has offered Rob a second 
helping and has treated Rob pushing his plate as an acceptance of the offer.
In line 8, Ian makes a second offer: "Now do you want the same?", to which Rob 
makes no response. As before, Ian has now encountered a 'problem' in the 
conversational exchange [this time Rob makes no response at all). Ian attempts 
to deal w ith this through offering him a candidate answer in line 10 - "same as 
what you had before yeah?". In doing so, Ian is shaping the context of the 
enquiry and utilising a correction invita tion device [Pomerantz, 1988) that 
implicitly asks Rob to either confirm the guess as correct or otherwise provide 
the correct answer. This could have a number of functions. One possibility is 
that Ian has designed his turn as a 'model answer' to cue Rob towards the 'kind' 
of answer that might be appropriate - creating a framework in which Rob can 
formulate his own response. This, however, would require either that Rob had a 
lexicon or the opportunity to show Ian his alternative choices - which option is 
not being made available to him as Ian is the one going to choose the food 
[though Rob could potentially stand up and go to the buffet-bar). Furthermore, 
in not getting an answer from Rob in the form proposed here, Ian does not
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pursue a response - so this does not appear to be the likely function of Ian's turn 
in line 10.
An alternative explanation is that Ian's candidate answer reveals his expectation 
of the likely possibility that Rob would like the same food again (which is thus 
viewed as the 'acceptable' response) which he is 'checking out'. Formulated in 
this way, Ian is creating a sequential environment that is potentially w ith in Rob's 
competence - either to confirm the guess (which Ian has already established to 
be w ith in Rob's competence through his response in line 2) or to reject i t  
However, it  is here that this interactional strategy incurs a problem - as it  is not 
clear whether Rob has understood the candidate answer. Besides the linguistic 
demands, Rob did not accompany Ian to the buffet-bar in the first instance and 
may or may not be accustomed to the procedure of selecting food from a 
selection (it is certainly not the procedure at the home, where residents are 
served a 'given' meal).
Rob's response in line 11 is ambiguous - he looks at his plate and moves his fork 
around. The subsequent five-second gap is a huge length of time in 
conversational terms, attesting to the dilemma that Ian is presented w ith in 
deciding whether or not this is relevant to the offer he has presented Rob. 
However, Ian goes on in line 13 to treat Rob's response as an affirmative that he 
would like the same meal again. As w ith  the question pursuit in line 4, this is 
unusual in conversations among people of equal status. Blimes (1994) observes 
that acceptance is the f irs t priority response to an invitation and in the absence of 
any reply, we tend to presume refusal. While Ian demonstrates through the 
five-second silence in line 12 some uncertainty about Rob's response, he opts to 
treat his ambiguous behavioural turn in line 11 as an affirmative, perhaps 
demonstrating his own preferred outcome. Ian's pursuit o f his expected 
outcome in spite of an ambiguous response from Rob is interesting. 
Furthermore, the comprehensibility of his verbal offer warrants exploration. Ian 
presents Rob w ith  two separate offers: in line 1 for more food and in line 10 for 
more o f the same food. It is possible that Rob's ambiguous turn in line 11 reflects 
his non-understanding of the latter.
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This 'non-understanding' is considered further in the analysis of Extract R. Prior 
to the start of the sequence, Kate has offered Rob a cup of tea, to which he 
responds w ith a verbal "mer mer" (which ethnographic notes indicate is 
understood by staff as agreement). The extract picks up mid-way through 
making the tea:
Extract R VHR2[00:43:17]
01 Kate (Picks up teaspoon and sugar pot] Sugart? =
02 Rob = (Extends hand towards sugar) Mer
03 (1.5)
04 Rob Mer=(Iooks up a t Kate; rubs chest] =
05 Kate = Yes ok:: just a second. [(Continues making tea]]
06 [(5.0 seconds] ]
07 Kate You take one don’t  you?
08 Kob [(Stands watching; shows no response to Kate's question] ]
09 [(2.0 seconds] ]
10 Kate (Looks up at Rob.] Onet?  =
11 ^  Rob = (Extends hand slightly outwards, looks up at camera then window]
12 Kate Alright then. Need to put some m ilk in
In line 1, Kate designs her offer in a way that ensures its clarity: she uses only the 
keyword "sugar" and even i f  this were not in Rob's vocabulary, the 
accompanying gesture of picking up the teaspoon and sugar gives him a visual 
object o f reference to aid his understanding. Her rising intonation frames her 
turn as an offer, opening a space for confirmation or rejection by Rob. This 
in itia l adjacency pair is successful and appears to be w ith in Rob's competence: 
he extends his hand to the sugar in line 2 accompanied by the verbal "mer".
In line 7, Kate puts a candidate answer to Rob regarding the quantity of sugar he 
would like - "you take one don't you" - which is markedly more complex than her 
in itia l offer. There is not the accompanying object of reference as there was in 
line 1, the referent 'sugar' is not used and Rob is now required to understand 
quantity. There is no evidence Rob has understood this proposal. He shows no 
visible behavioural change in line 8 to suggest he had registered Kate's turn as a 
question to him at all. Kate appears to take this into account in her modification
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of the offer in line 10. Pomerantz (1979) examined sequences in which 
speakers, when faced w ith  silence, examined the in itia l invitation for 
understandability, which is Kate's response here: "one?"
In line 11, Rob extends his hand outwards and looks up at the camera. Whilst 
Kate treats this as an affirmative response to her yes-no-type interrogative, 
demonstrated by her "alright then" in line 12, it  is unclear that the ambiguity of 
the behaviour warrants this. In analysing Extract E, i t  was argued that Rob 
might be responding to other linguistic or contextual cues than the content, such 
as volume of speech and physical prompts. Here, Kate looks up at him in line 10 
using increased volume and rising intonation on the word "one", providing him 
w ith  a prompt that an answer is required. Although her modification of the 
question could potentially facilitate its comprehensibility - using a single word as 
she had in line 1 - the loading is now on a numerical quantity rather than a 
concrete object. In providing a behavioural response at all in line 12, i f  could be 
argued that Rob is orienting to Kate's demand that he respond, but the offer itself 
- "one?" - was not meaningful to him. As w ith  Ian in the previous extract, Kate's 
preference was to treat Rob's ambiguous turn as an affirmative response^ and it  
is not clear how a space could have been created for him to express lack of 
comprehension - or rejection - of the offer.
Alternative Means of Offering Choice
In Extracts Q and R, Ian and Kate responded to Rob's non-response to their 
offers (or at least to their uncertainty about whether or not his turn 'counted' as 
a response) by pursuing the question and providing him w ith  a next-place to 
respond. In both extracts, the outcome was that any behavioural response by 
Rob was treated as acceptance. Consideration needs to be given as to how a 
space might be created for Rob to express more 'authentic' choices. Consider 
Extract S. Rob and Naomi are standing in the kitchen. Naomi has filled the kettle 
and Rob is standing near the fridge watching her:
Extracts VHR5[00:16:50]
01 Naomi Would you like a cup of tea Roh?=
02 Rob = (Walks to stand next to Naomi.]
5 recorded examples; appendix 19.
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03 Naomi Would you like a cup of tea?
04 Rob [Stands looking at Naomi)
05 Naomi Cup of teat?
06 Rob (Stands looking at Naomi)
07 Naomi Cup of teat?
08 Rob (Stands looking at Naomi)
09 Naomi (Picks up tea and coffee pots; holds out to Rob) Tea or coffee?
10 Rob (Stands looking at Naomi]
11 Naomi (Holds out tea and coffee pots] Which one?
12 Rob (Touches one o f the pots with his hand.]
13 Naomi This one. (Takes cup from cupboard. Starts making coffee]
As in the previous extracts, Naomi constructs her offer in line 1 in the form of a 
yes-no-type interrogative, creating a space for Rob to accept or reject it. This 
turn is constraining; there may be other drinks available but Naomi refrains 
from mentioning these. The options now available to Rob are not neutral: 
answering w ith  the preferred 'yes' would grant him a cup of tea, whereas he 
must implement the dispreferred 'no' i f  he were to want something else instead - 
which Naomi could take to mean he does not want a drink at all.
Rob's response is to walk over to stand next to her. Provided he understood the 
offer, and given his communicative resources, then the options available to 
accept it  may have been to approach Naomi, w ithdraw from her or do nothing. 
One possibility is that his bodily approach is an unambiguous acceptance of her 
offer. An alternative - and intriguing - possibility is that Rob's bodily approach is 
serving to keep the interaction alive. It has already been noted that he does have 
the communicative resources to accept an offer - for example by extending his 
hand or using the verbal "mer". In this instance, i f  Rob wants a drink but not tea, 
he has employed an interesting strategy. His bodily approach shows that he is 
engaged in the interaction - placing the onus on Naomi to continue to make 
offers to him.
However, the nature of Naomi's repair in line 3 displays a different 
understanding. She performs the same repair as Ian in Extract R - recycling the 
offer and providing a next-place for Rob to accept or decline. Antaki, Walton and
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Finlay (2007a) note that the process of question pursuit, in which the original 
question in pursued in its exact formulation, is unusual in conversation among 
people of equal status and is usually reserved for cases in which hearer has 
signalled some kind of auditory trouble w ith  the in itia l question, warranting an 
exact repeat of the words (Schegloff, 1997). This displays her understanding (or 
at least her uncertainty) that Rob has not yet participated in the conversational 
exchange, despite his bodily approach.
However, Rob has in effect 'used up' his response. I f  he wants tea, he has already 
made the bodily approach that could display acceptance (though he has other 
resources to do this too). I f  he wishes to decline tea but would still like a drink, 
he is now deprived of further sequential resources to respond - as walking away 
(the dispreferred 'no') could imply he did not want a drink at all. He remains 
standing in the position demonstrated in Figure 3 - his body oriented towards 
Naomi. This allows for her interpretation that he is still engaged in the 
interaction.
V
Figure 3: Extract U, line 4
Again, rather than seeing Rob as actively participating here, Naomi receives this 
as a 'doing nothing' response. She could infer either that Rob is accepting her 
offer through the absence of a rejecting response, rejecting it  through the
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absence of an affirmative response, or that there remains a 'problem' in the 
conversational exchange - and it  is this option she chooses in pursuing a 
response in lines 5 and 7. She produces two subsequent versions [Davidson, 
2005] of her offer, displaying that her preferred outcome is acceptance of tea, 
repeatedly providing a next place for that acceptance to occur. In a similar way 
to Kate in Extract T, Naomi modifies the offer to make in briefer, a display that 
she has examined the initial invitation for clarity or understandability 
[Pomerantz, 1979): "cup of tea?"
Naomi has now given Rob four places in which to accept or reject her offer of tea 
and has not taken his bodily orientation as an 'acceptable' turn. Her initial 
attempts at repair in lines 3, 5 and 7 displayed her appraisal that this 'lack of 
response' displayed something about Rob [perhaps lack of understanding or 
taking his time) or the comprehensibility of the offer. In line 9, she reviews 
instead her in itia l formulation of the offer, displaying that she is now taking his 
non-response to be some problem w ith its acceptability, extending it  now to 
coffee as well as tea. In doing so, she now structures her offer in a way that 
invites acceptance: the preferred action turns for Rob now are to accept tea or 
accept coffee, w ith  the option of rejecting the offer now sequentially 
dispreferred: "tea or coffee?"
When she still does not receive an 'acceptable' response, Naomi shifts her offer 
to a directive in line 11, saying "which one" - structuring the sequential 
environment in such a way as to shape Rob's choice between the two options 
[though this is a more challenging sequential environment should Rob wish to 
decline the offer of a drink, as it  leaves him no option but to format his response 
as a dispreferred next action). He touches the coffee pot in line 12 - he has now 
been repositioned as competent communicator and can provide a response that 
is accepted by Naomi. He chooses coffee, which had not been on offer until this 
point. He was in itia lly rendered incompetent through Naomi's in itial pursuit of 
acceptance of tea as the preferred outcome. His ability to express his true 
preference was facilitated by Naomi structuring the communicative environment 
more meaningfully.
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Staff used objects of reference at other times as a means of facilitating choice 
between alternatives (six recorded instances; appendix 20) -  a welcome 
example of good practice. However, the material in this extract suggests that this 
may be seen as a 'last resort' after other attempts at gaining an 'acceptable' 
response have been unsuccessful.
DISCUSSION
Summary of Findings
This study set out to capture some of the interactional resources available for 
some individuals w ith  severe learning disabilities w ithout formal language to 
exercise choice and control. The analysis crucially adds to the existing 
knowledge base in illustrating how some of the elements of conversational 
practice employed by staff and residents can facilitate and inh ib it opportunities 
for choice and control.
The first question the study set out to answer was about those resources 
available to residents to express their choices. The analysis demonstrated how 
effectively meaning was co-created w ith  Tom in a way that meant his 'requests' 
were understood as such despite him not having formal language, enabling him 
to make his choices and preferences known. However, Rob's more ambiguous 
and 'subtle' non-verbal cues (such as gaze and bodily orientation) were not 
registered or responded to w ith  the result that potential 'requests' formulated 
using these resources were not treated as such. In looking at offers made by 
staff to residents as a resource for the provision of choice, it  was found that staff 
presented options in a verbal format, responding to non-response by residents 
w ith  further verbal questions. Alternative means of offering choice were 
considered as a 'last resort'.
The second question explored elements o f conversational practice employed by 
staff in response to possible .expressions of choice and the effects these had. It 
was found that potential requests formulated using more 'ambiguous' non­
verbal resources were overlooked and 'ambiguous' non-verbal behaviours in 
response to offers were treated as acceptance. A staff preference towards 
'mitigating' refusal responses was noted, despite these not always appearing 
comprehensible to residents. It was further noted that staff oriented to
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normative assumptions or institutional 'givens' in accounting for non-grantings 
of 'requests' while residents were more organised around their own needs or 
desires.
Links with Previous Research
The first part of the analysis demonstrated a process of co-construction of 
meaning (Goodwin, 1995) in interactions between Tom and staff. Whilst his 
own communicative resources were important in this process, Tom also 
required the collaboration of others, w ith the result that his communicative 
resources encompass more than his own voice or body: he was equally reliant on 
background knowledge, common ground and sequential structures. This 
process was similar to that discussed by several authors in a consideration of the 
communicative resources available to individuals w ith  aphasia (eg. Goodwin, 
1995,2004).
Communicating a preference, however, did not necessarily infer the exercise of 
choice and control and this process is mediated through the way in which 
residents are positioned in these interactions by staff. Verbal and non-verbal 
behaviours by staff were integral in influencing whether communication was 
effective and whether meaningful choice was facilitated. This depended firstly 
on potential expressions of choice being treated as such by staff. An important 
finding was the way in which Rob's embodied and 'silent' behaviours that could 
be treated as requests (such as gaze, bodily approach and use of silence) were 
often overlooked or disregarded by staff, w ith the result that these were not 
treated as expressions of choice. For example, in Extract E Rob's compliance 
w ith  Zoe's shutting down of the eating episode was formulated as collaboration, 
as his non-verbal signals that he might wish for more food were not taken up. 
This finding supports previous findings by Finlay et al (2007a) that non-verbal 
contributions by people w ith  learning disabilities were often unnoticed or not 
responded to, and provides further evidence for similar observations raised by 
other authors (eg. Bradshaw, 2001; McConkey et al, 1999) about the need for 
increased awareness of and responsivity to non-verbal behaviours by staff in 
learning disability services. Finlay et al (2007a) propose two possible 
explanations for non-verbal behaviours being overlooked: that staff are attuned
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to the vocal register and that pursuing meaning in the face of ambiguity can be 
time-consuming. These w ill be considered in turn.
Regarding attunement to the vocal register, there was evidence in the extracts 
that staff did appear more attuned to the vocal register at times. In Extract E, the 
vocal summons of Ruth was more readily oriented to by Zoe than Rob's use of 
gaze. Furthermore, both Tom and Rob used non-lexical vocalisations ("proto­
words": Finlay et al, 2007b) such as "cica" and "mer" that were recognised by 
staff. However, there was also evidence that some non-vocal resources were 
attuned to: pointing, head nodding, use of objects (such as a spoon to represent 
dinner), gesture (such as Tom putting his hand to his mouth and making blowing 
noises in Extract A to represent "bubbles" or bath), lying down as a means of 
refusal, touching objects of choice, and pushing forward a plate to indicate 
acceptance of an offer of more food. This demonstrates that it  is not non-vocal 
communication per se that is disregarded but those non-vocal resources that are 
more 'subtle' or ambiguous and for which co-creating meaning may take longer 
time. This lends some support to the second of the hypotheses proposed by 
Finlay et al (2007a): that pursuing meaning in the face of ambiguity can be time- 
consuming.
Certainly, there was evidence in Extract F that Kate was attempting to treat 
Rob's non-verbal behaviours as a means o f making a possible request. However, 
alternative formulations were proposed in the event that he could not directly 
confirm or reject her proposed verbal understanding - and it  could be speculated 
that this was a function of the additional time or effort that would be required 
here (though this was not articulated by Kate). It has been established in other 
areas of communication difficulty - in particular in aphasia, where most research 
has been conducted - that co-constructing understanding presents particular 
difficulties in interaction. Indeed, Collins and Markova (1999) w rite  of the 
difficulties faced by 'unimpaired' speakers when they cannot understand, or do 
not have sufficient time to do so. The additional time commitment required has 
been discussed by other authors (eg. Forster & lacono, 2008; Ware, 2004). 
Clearly, staff are faced w ith  considerable demands on their time and attention, 
but the result here was that opportunities to successfully co-create meaning w ith
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Rob were missed and space could not be facilitated for him to express 
meaningful choices.
The second barrier influencing whether potential communications of choice 
were successful in the exercise of personal control was staff-members' own 
communication could serve to shut down choice. In a study of aphasie 
interactions, Collins and Markova (1999) observe that the unequal distribution 
of communication resources between participants (compounded by the 
asymmetry of roles in institutional settings), can result in 'unimpaired' speakers 
taking the 'leading role' in interaction, which in turn leads to the construction of 
unequal power relationships. This asymmetry is compounded in interactions 
w ith  people w ith learning disabilities w ithout formal language as comprehension 
resources as well as expressive communication resources are unequally 
distributed. In all of the 'offer sequences' considered, there appears to be a 
choice on offer. However, it  was observed that options were presented in a 
verbal format, even at times when it  was not apparent that residents could 
understand what was being offered. In the event that Rob could not respond 
verbally (in Extracts Q, R and S), staff attempted to deal w ith this by pursuing a 
response w ith further verbal questions - w ith the result in Extracts Q and R that 
ambiguous behaviours by Rob were treated as acceptance, whether or not this 
reflected a genuine choice on his part. This essentially created a power 
relationship in which whatever was offered was given. This is reminiscent of the 
finding by Finlay et ai (2007b) that when residents did not make obvious 
responses to their invitations that would be interpretable as acceptance or 
refusal (or even i f  obvious refusal was acknowledged), staff persisted in their 
encouragement - which might eventually result in compliance.
The conversational sequences considered - requests and offers - themselves set 
up an asymmetrical distribution of power. In instances when staff and residents 
were oriented towards different perceptions of 'need', it  was staff perceptions 
that influenced the outcome of interactions. In doing so, staff often referenced 
institutional norms such as time and routine, or normative assumptions about 
how often certain requests were necessary. This is similar to a previous finding 
by Finlay et ai (2007b) in an analysis of staff responses to refusals by people 
w ith severe learning disabilities in a residential service: that "the institutional
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imperative trumps the residents' exercise of choice" (p.71). A number of studies 
have highlighted asymmetrical power imbalances in interactions between staff 
and service-users w ith  learning disabilities [eg. Antaki, Finlay & Walton 2007a; 
Jingree et al, 2006). This study points to some of the very subtle (and often 
inadvertent) ways in which those might play out in interactional reality - such as 
in the drawing on institutional ‘givens' that serve to invalidate the request.
It was observed here that structuring the communication environment in a more 
facilitative way could overcome this in part. In Extract S, Rob was provided w ith  
visual objects of reference to structure his ability to express his preference for 
tea or coffee - but this appears to have been a ‘last resort' when Naomi's in itia l 
question pursuit failed. McConkey et al (1999) sim ilarly noted that staff relied 
on verbal acts even w ith  predominantly non-verbal clients. However, it  was a 
welcome finding that visual objects of reference were employed at times.
Implications for Individuals and Services
These findings point to several key areas in which changes could be made to 
empower service-users to exercise more genuine choice and control. 
Importantly, this does not mean to suggest practice was ‘negative'. As Antaki et 
al (2007b) note, case studies of routine practice serve to exemplify ongoing 
dilemmas for staff, whose working practices are embedded in institutional 
normality. These findings merely extend our understanding of the ‘possible'.
The finding that some elements of embodied communication were overlooked or 
disregarded by staff points to the need for further training to increase sensitivity 
to non-verbal communication. As noted in the introduction, materials have been 
produced to help staff in their practice (eg. Caldwell, 2002, 2005). In particular, 
important work is emerging in the use of the approach of Intensive Interaction 
(Nind & Hewitt, 1994), ‘‘a socially interactive approach to developing the pre­
verbal communication and sociability of people w ith  severe or profound and 
multiple learning disabilities" (Firth, 2009, p.58). Techniques of Intensive 
Interaction include use of physical proximity, responsive eye contact and facial 
signalling, physical contact, vocal echoing, behavioural m irroring and jo in t focus 
activities (Nind & Hewitt, 2001). The evidence base cites findings of increased 
interactive responses by participants w ith learning disabilities in interaction (eg.
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Elgie & Maguire, 2001; Firth et al, 2008; Kellett, 2005; Leaning & Watson, 2006; 
Lovell et al, 1998; Watson & Fisher, 1997). Whilst research does not appear to 
have been yet conducted focussing explicitly on the impact on staff sensitivity to 
non-verbal cues. Firth [2009) conducted interviews w ith  care-staff in residential 
services following training and supported use of the approach; thematic analysis 
of their responses revealed staff beliefs that Intensive Interaction had helped 
them to differently conceptualise clients’ communication means. It could also be 
argued that an approach that increases purposeful non-verbal behaviours by 
residents could also increase staff responsiveness to those behaviours given the 
findings in this study that staff were attuned to less subtle non-verbal cues. Use 
of such approaches might also facilitate greater clarity from staff around their 
own verbal and non-verbal communication, though further research would be 
required to support this hypothesis. The observation earlier in the discussion of 
the increased time demands for staff points to the need for staffing levels to be 
considered in order to enable more time to be spent utilising approaches such as 
Intensive Interaction.
Beyond these practical considerations, the analysis demonstrated that a 
paradigm shift might be required in order to re-construct the apparent power 
relationships that exist between some staff and service-users. Perhaps this is a 
function of the static 'roles' that are adopted in services. In role theory, words 
and actions are viewed to some extent as dictated by the role an individual has 
taken up and often interpreted accordingly [Davies & Harré, 1999). Thus in a 
residential setting, the social contract establishes roles of "competent helper" 
and "incompetent person in need of help" [Simmons-Mackie & Damico, 1999, 
p.313), which become instilled through a variety of means. The emergence of 
such roles and accompanying expectations can be understood when situated 
w ith in the historical and cultural context of learning disabilities services touched 
upon in the introduction. However, when the 'rules' change, as they essentially 
have w ith  the current agenda of personalisation, practices w ill not also shift 
whilst these are so embedded within traditional and static 'roles'. Perhaps there 
is a role for positioning theory here. The focus of positioning theory is on the 
ways in which discursive practices constitute speakers and hearers in certain 
ways, whilst also serving as a resource through which new positions can be 
negotiated [Davies & Harré, 1999). This essentially creates a space for a more
Volume One: Research Dossier
176
Major Research Project
dynamic understanding of how people position themselves in interactions and 
how identity becomes thought about. Application o f this theory to work w ith 
staff-groups could prove invaluable in helping staff to consider the role of their 
discursive practices in their relationships w ith service-users. Finlay, Antaki and 
Walton (2008) suggest such work could be facilitated through use of video­
records, which provide an "immediate and detailed way by which people can 
observe and reflect upon their own individual and collective practices" (p.228). 
It is clear from this study that detail of interactions could pass 'under the radar' 
w ithout such close inspection.
Limitations of the Method
This is a small sample and based on the findings from only one service. In 
addition, despite there being sixteen hours of recorded data, the analysable data 
corpus was lim ited by virtue of this including time in which staff and residents 
were not engaged in interaction. To facilitate generalisability in future studies, 
the research could be extended across settings and over a longer period of time. 
That said, case study design is typical in CA studies due to the detailed level of 
analysis required and qualitative research is a cumulative project in this way. 
The size of the data corpus used here is typical of that in similar studies w ith  a 
range of participant groups w ith communication disorders (eg. Antaki et al, 
1998; Goodwin, 2004) and has reported similar findings.
A question arising in attempting to compare sequences of conversational data 
involves their dependence on situational characteristics - and particularly on the 
dynamics between participants in interaction. The staff-group was not 
homogenous and staff-members w ill utilise different elements of conversational 
practice in their interactions. This was a lim itation posed by ethical obligations 
to ensure individual staff-members’ anonymity, which meant that individual 
practice could not be described in detail. Perhaps future research could have a 
role in the provision of more tailored feedback for individual staff-members. 
However, it  is important to note that similar interactional sequences were 
observed across a range of staff-members.
Whilst data sessions were held to discuss recorded and transcribed data, these 
were lim ited by virtue of CA not being a widely-used approach w ith in the field.
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Perhaps its applicability - particularly to analysis of non-vocal communication - 
is not widely acknowledged. It may also not be viewed as a pragmatic approach 
given its time requirement. Such disinclination could be overcome by 
disseminating these findings and inspiring more researchers to utilise the 
methodology. It is certainly a strength of CA that it  makes possible a very 
detailed observation of how subtle conversational rules are deployed in 
interactions and the effects these have.
Future Research
Some suggestions for future research have been highlighted in the limitations 
above, so these w ill not be repeated. In addition, it  was highlighted in the 
discussion that interventions to improve staff sensitivity to non-verbal 
communication could be invaluable. Intensive Interaction was endorsed as a 
potentially useful approach but the u tility  of its role in developing staff skills has 
not yet been investigated and requires future research.
Furthermore, it  would be interesting to extend the scope of the study to include 
those w ith more profound learning disabilities and fewer taken-for-granted 
communicative resources. One residential setting was excluded from this study 
on the basis that the complex needs of residents would have required a longer 
period of data collection than was available. However, that is not to say such 
work would be impossible - and is, in fact, of crucial importance. People w ith 
profound learning disabilities are likely to have physical, sensory and medical 
needs in addition to communication difficulties and are in danger of having their 
needs overshadowed [Samuel & Pritchard, 2001). This study has demonstrated 
the power of Conversation Analysis in attuning to the minutiae of mundane, 
everyday interactions involving service-users w ithout formal language: its 
applicability to those w ith more complex needs is promising.
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APPENDIX 1 -  PARTICIPANT INFORMATION FORM
UNIVERSITY OF
SURREY
L
Information Form for Participants
am learning to be a clinical psychologist.
I am doing some work about choices.
i
I want to know how you tell staff what you want and how they listen to 
you.
Version 2 12/12/2008
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UNIVERSITY OF
^  SURREY
What w ill happen?
I would like to come and see you at your home a few times when you are 
doing things you normally do.
I would like to make a video about it.
I don’t want to video What happens in your bedroom or in the bathroom. 
They are private.
z
would like to write about the video for my university.
VersioriZ 12/12/2008
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UNIVERSITY OF
SURREY
What happens to your information?
I Will keep the video end writing safe and private. When I write about the 
video, I will change your name. No one Will know it’s about you.
My university teachers, Mick Finlay and Sophie Doswell will see the
video. No one else will see.
Version 2 12/12/2008
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UNIVERSITY OF
SURREY
Ÿbur choices
You can choose whether to take part in the work. It’s up to you.
¥^4
It’s ok to say no. It’s ok to change your mind
^ 9
: ::
I will ask you every time I come whether you want to take part or not. You 
can choose every time.
Lucy or the staff can give you more information about the work if you 
want. If you feel worried or upset about the work, they can help
Version 2 12/12/2008
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APPENDIX 2 -  PARTICIPANT CONSENT FORM
UNIVERSITY OF
SURREY
participant consent form
Title of Project; Choice and Power for People with Severe Learning Disabilities 
Name of Researcher: Lucy Hoole
Please put a tick or 
a cross ^  in each box
&
1. Lücÿ has talked to me about the work. I understand what the 
work is about.
2. I understand that I can choose whether to take part or not.
I know it’s ok to say no. I know I can change my mind at any 
time and ! don’t have to say why.
3. it’s ok for Lucy to make a video of me.
4. It’s ok for Lucy to write down things I say or do in her work.
Version 2  12/12/08
□
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5. It’s ok for Lucy to write about the work for her university as 
long as she makes sure no one knows it’s about me.
□
6. I understand that if Lucy sees anything that worries her in my
home, she will need to tell someone.
She would let me and the staff know first.
=5
7. It’s ok for Lucy to use the video and writing for staff training 
as long as she tries to make sure no one will know it’s about 
me.
............
8. I would like to take part in the work.
My name
My signature. 
Today's date.
Name of Person 
taking consent
Date Signature
Version 2; 12/12/08
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APPENDIX 3 -  CONSULTEE INFORMATION FORM
UNIVERSITY OF
SURREY
Choice and Power for People with Severe Learning Disabilities
Information about the Research for Personal Consultées when a Participant Lacks 
Capacity to Make a Decision for Themselves
We would like to invite [named person] to take part in a research study but he or she has been 
assessed as not having the capacity to make that decision for themselves. You are being 
approached as someone that knows him or her well. As advised by the Mental Capacity Act 
(2005), you are being asked to consider the wishes of the participant -  specifically whether he 
or she would want to take part In the study if he or she were able to express an opinion for 
themselves. Before you decide you need to understand why the research is being done and 
what it would involve for the participant. Please take time to read the foilowing information 
carefijlly. Talk to others about the study if you wish. Ask us if there is anything that is not clear 
or if you would like more information. Take time to decide whether or not you wish to take part.
What is the purpose of the study?
This research is being carried out as part of an educational qualification at the University of 
Surrey. The study is looking at the ways in which people with severe learning disabilities who 
do not use language are helped to make choices. People diagnosed as having learning 
disabilities might experience a more limited range of choices in their everyday life. This is 
particularly true for people who do not use language and so can find it harder to express their 
preferences. We are particularly interested in what happens in day-to-day interactions between 
staff and service-users. What happens in day-to-day life - the ways that people speak and 
communicate with each other - can tell us a lot about the kinds of possibilities that are open to 
people. This research hopes to identify how peopie are helped to express their choices.
Why has this person been invited to take part?
We are interested in what happens in day-to-day practice. We are inviting everyone who lives 
and works in this person’s residential service to take part if they would like to do so.
Do 1 have to say yes?
No. Participation is entirely voluntary. It is up to you to decide whether you think this person 
would wish to take part or not. We wiil describe the study and go through this information 
sheet, which we will then give to you. We will then ask you to sign a consent form to show you 
have agreed to take part. You are free to withdraw this consent at any time, without giving a 
reason. This would not affect this person’s care in any way.
Consenting to be a participant In the research - particularly to being video-recorded, is not a 
once and for all decisidri. This person’s informal consent will be sought whenever the 
researcher wants to video something and if he or she appears distressed or indicates he or 
she does not want to take part, he or she doesn’t have to. Similarly, if you feel that the person 
would wish to pull out of the research, you can change your decision at any time.
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What will happen to this person if he or she takes part?
Participation in the research involves clients and staff in the service going about their normal 
every day lives If you decide this person would wish to take part, the only difference from his 
or her normal routine will be the presence of a researcher. The researcher would visit thé 
residential service work twice a week for four weeks. They will be there to watch and listen to 
what happens and make a video recording of what is happening using a digital camcorder, 
We are only interested in seeing what happens in public areas of the house, like the lounge 
and kitchen, and will always respect thé privacy of the bedroom and bathroom. If we think 
something might be worth recording - like an evening in front of the tv or a trip to town, we will 
always check with staff and résidénts if it’s ok or not to record it.
What happens to the information this person provides?
The data from the research - the notes and video recordings - will be analysed by the research 
team: Lucy Hoole, Mick Finlay and Sophie Doswell. Some of the recordings will be 
transcribed, so that the things that people say and do will be on paper. Whenever any of the 
data is transcribed, it will be anonymlsed. No participant (staff or service-users) will be 
identifiable from any of the transcribed data, except perhaps to other members of the house. 
The transcribed and analysed data will be written up for submission as part of Lucy Hoole’s 
doctoral research, and may be written about for publication in an academic journal.
Video recordings and the researcher’s notes may bé uséd for training purposes. The data will 
be made as anonymous as possible. Your service will not have unrestricted access to the 
researcher’s data.
Will this person taking part in thé study be kept confidential?
Yes. We will follow ethical and legal practice and all information about you will be handled in 
confidence.
All the data from the research - the researcher’s notes and the video recordings - will be 
property of the University of Surrey. Service managers will have no rights of access to the 
recordings or to the notes taken by the researcher. None of the data collected in the course of 
the research will be used by service managers for managerial or assessment purposes and 
will not affect quality of care for this person.
All the video recordings and researcher’s notes will be securely stored for five years in 
accordance with University of Surrey guidance. Data will be stored on computers at the 
University of Surrey and only members of the research team will have access to it. At the end 
of the five years, video-recordings and notes will be disposed of securely.
What are the possible disadvantages and risks of taking part?
Participation in this research should not be in any way distressing. However, if participation in 
the research does appear to cause this person any distress then filming will be stopped 
immediately.
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What are the possible benefits of taking part?
We think this kind of research can tell us a lot about the ways in which people are teiling us 
what they want and how we are listening to them. It wiil help to develop our understanding of 
people with severe learning disabilities.
The findings of the research will be fed back to the service directly, giving staff an opportunity 
to reflect on their practices and actions, to identify practices that promote choice-making and 
opportunities for development. This research has the potential to contribute towards policy 
and practice in the residential sen/ice. The research will also contribute towards the academic 
literature on learning disabilities at a national level.
What will happen if this person doesn’t want to carry on with the study?
You are free to withdraw your consent at any time and for any reason. If this person withdraws 
from the study, we will destroy any video-recordings that include him or her that we have 
already collected.
Who has reviewed the study?
Before any research goes ahead it has to be checked by a Research Ethics Committee. They 
make sure that the research is fair. This study was given a favourable ethical opinion for conduct 
by the Berkshire Research Ethics Committee
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APPENDIX 4 -  AGREEMENT FORM FOR CLIENTS WHO LACK CAPACITY
UNIVERSITY OF
SURREY
AGREEMENT FORM FOR CLIENT WHO LACKS CAPACITY
Title of Project;
Choice and Povver for People with Severe Learning Disabilities
Name of Researcher:
Lucy Hoole
1 have been involved in a discussion with Lucy Hoole, trainee clinical
psychologist, about using information about   ______________  (client’s
name) in a research study. The trainee has tried to communicate with the client 
using the following methods:
However,
decision.
understand that he/she has been unable to give consent to this
Please initial box
I confirm that I have read and understand the information sheet I “|
dated 12/12Æ008 (version 2) for the above study. I have had the L I
opportunity to consider the information, ask questions and have 
had these answered satisfactorily.
2. I understand that this person’s participation is voluntary and that 
I am free to withdraw this agreement at any time without giving 
any reason, without this person’s care being affected.
□
3. 1 agree to this person being video-taped.
4. I agree to anonymised quotations being used in the write up of 
the study.
5. I agree that I Will not restrict the use of the results of the I 1
research on the understanding that anonymity will be presen/ed. I__ J
that needs to be brought to the attention of appropriate persons | |
in authority, she will do so but will inform me of her actions.
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7. 1 agree to video recordings and the researcher’s notes being i— i
used for training purposes on the understanding that the data |___ \
will be made as anonymous as possible and the service this 
person lives in will not have unrestricted access to the data.
8. 1 agree to this person taking part in the above study. □
Name Date Signature
Relationship to person  . .
Name of Person Date Signature
taking consent
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APPENDIX 5 -  STAFF INFORMATION FORM
UNIVERSITY OF
SURREY
Choice and Power for People with Severe Learning Disabilities
Information about the Research for Staff
We would like to invite you to take part in a research study. Before you decide you need to 
understand why the research is being done and what it would involve for you. Please take time 
to read the following information carefully. Talk to others about the study if you wish. Ask us if 
there is anything that is not clear or if you would like more information. Take time to decide 
whether or not you wish to take part.
What is the purpose of the study?
This research is being carried out as part of an educational qualification at the University of 
Surrey. The study is looking at the ways in which people with severe ieaming disabilities who 
do not use language are helped to make choices. People diagnosed as having learning 
disabilities might experience a more limited range of choices in their everyday life. This is 
particularly true for people who do not use language and so can find it harder to express their 
preferences. We are particularly interested in what happens in day-to-day interactions between 
staff and service-users. What happens in day-to-day life - the ways that people speak and 
communicate with each other - can tell us a lot about the kinds of possibilities that are open to 
people. This research hopes toldentify how people are helped to express their choices.
Why have I been invited?
We are interested in what happens in day-to-day practice. We are inviting everyone who 
works in your service to take part if they would like to do so.
Do I have to take part?
No. Participation is eritirely yq|untary. It is up to you to decide whether you take part or not. 
We will describe the study and go through this information sheet, which we will then give to 
you. We will then ask you to sign a consent form to show you have agreed to take part. You 
are free to withdraw at any time, without giving a reason. This would not affect your 
employment in any way.
Consenting to be a participant in the fesearCh - particularly to being video-recorded. Is not a 
once and for all decision. Your informal consent will be sought whenever the researcher wants 
to video something and if you don't want her to, you can say no.
What will happen to me if I take part?
Participation in the research involves you and your clients going about your normal every day 
life. If you choose to take part, the only difference from yoUr normal routine will be the 
presence of a researcher. The researcher would visit your place of work twice a week for four 
weeks. They will be there to watch and listen to what happens and make a video recording of 
what is happening using a digital camcorder. We are only interested in seeing what happens 
in public areas of the house, like the lounge and kitchen, and will always respect the privacy of
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the bedroom and bathroom. If we think something might be worth recording - like an evening 
in front of the tv or a trip to town, we will always check with you if it’s ok or not to record it.
What happens to the information I provide?
The data from the research - the notes and video recordings - will be analysed by the research 
team: Lucy Hoole, Mick Finlay and Sophie Doswell. Some of the recordings will be 
transcribed, so that the things that people say and do will be on paper. Whenever any of the 
data is transcribed, it will be anonymised. No participant (staff or service-users) will be 
identifiable from any of the transcribed data, except perhaps to other members of the house. 
The transcribed and analysed data will be written up for submission as part of Lucy Hoole’s 
doctoral research, and may be written about for publication in an academic journal.
Video recordings and the researcher’s notes rhay be Used for training purposes. The data will 
be made as anonymous as possible. Ypur service will not have unrestricted access to the 
researcher's data.
Will my taking part in the study be kept confidential?
Yes. We will follow ethical and legal practice and all information about you will be handled in 
confidence.
All the data from the research  ^ the researcher’s notes and the video recordings - will be 
property of the University of Surrey. Your service managers will have no rights of access to 
the recordings or to the notes taken by the researcher. None of the data collected in the 
course of the research will be used by your service managers for managerial or assessment 
purposes. This means that the work will not be used to evaluate your performance or to 
provide individual feedback to your managers.
All thé video recordings and researcher’s notes will be securely stored for five years in 
accordance with University of Surrey guidance. Data will be stored on computers at the 
University of Surrey and oniy members of the research team will have access to it. At the end 
of the five years, video-recordings and notes will be disposed of securely.
What are the possible disadvantages and risks of taking part?
Participation in this research should not be in any way distressing. However, if participation in 
the research does cause you distress then do let the researcher know.
What are the possible benefits of taking part?
We think this kind of research can tell us a lot about the ways in which people are telling us 
what they want and how we are listening to them. It will help to develop our understanding of 
the people you work with.
The findings of the research will be fed back to you directly, giving you an opportunity to reflect 
on your practices and actions, to identify practices that promote choice-making and 
opportunities for development. This research has the potential to contribute towards policy
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and practice in your work-ptace. The research will also contribute towards the academic 
literature On learning disabilities at a national level.
What will happen if I don’t want to carry on with the study?
You are free to Withdraw your consent at any time and for any reason. If you withdraw from 
the Study, we will destroy any video-recordings that include you that we have already 
collected.
Who has reviewed the study?
Before any research goes ahead it has to be checked by a Research Ethics Committee. They 
make sure that the research is fair. This study was given a favourable ethical opihidh for cohdUct 
by the Berkshire Research Ethics Committee.
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APPENDIX 6 -  STAFF CONSENT FORM
UNIVERSITY OF
SURREY
STAFF CONSENT FORM
Title of Project:
ChQice and Power for People witii Severe Learning Disabilities 
Name of Researcher:
Lucy Hoole
Please initial box
□
□
1. I confirm that I have read and understand the information sheet 
dated 12/12/2008 (version 2) for the above study. I have had the 
opportunity to consider the information, ask questions and have 
had these answered satisfactorily.
2. I understand that my participation is voluntary and that I am free 
to withdraw at any time without giving any reason, without rhy 
employment or legal rights being affected.
3. I agree to being video-taped.
4. I agree to andriymised quotatidns being used in the write up of 
the study.
I agree that I will not restrict the use of the results of the I 1
research on the understanding that anonymity will be preserved. L_ J
6. I understand that if the researcher comes to know of any matter 
that needs to be brought to the attention of appropriate persons 
in authority, she will do so but will inform me of her actions.
7. I agree to video recordings and the researcher’s notes being 
used for training purposes on the understanding that the data 
will be made as anonymous as possible and the service I work 
in will not have unrestricted access to the data.
8. I agree to take part in the above study.
□
□
Name of Staff Member Date Signature
Name of Person 
taking consent
Date Signature
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APPENDIX 7 -  CONFIRMATION OF ETHICAL APPROVAL (NRES)
National Research Ethics Service
Berkshire Research Ethics Committee
Building L27 
University of Reading 
London Road 
Reading 
RG15AQ
08 January 2009
Telephone:. 0118 918 0550 /  0551 
Facsimile; 0118 9180559
Dear Miss Hoole
Full title of study: Choice and power for People Severe Learning
Disabilities: An Analysis of Interactional Practice.
REG reference number: 08/H0505/179
Thank you for your % December 2008, responding to the Cornmittee's requestfOr
further information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair.
Mental Capacity Act 2005
I confirm that the committee has approved this research project for the purposes of the Mental 
Capacity Act 2005. The committee is satisfied that the requirements of section 31 of the Act 
will be met in relation to research carried out as part of this project on, or in relation to, a 
person who lacks capacity to consent to taking part in the project. ;
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the above 
research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
The favourable opinion applies to the research sites listed on the attached form.
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of the 
study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
This Research Ethics Committee is an advisory committee to South Central Strategic Health Authority
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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Management permission at NHS sites (“R&D approval”) should be obtained from the relevant 
care organisatlon(s) in accordance vflth NHS research governance arrangements. Guidance 
on applying for NHS permission is available in the integrated Research Application System or 
at http://www.rdforum.nhs,uk.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Insurance policy No: NHE-17CA01-0013 21 July 2008
Statement of indemnity from University of Surrey 01 August 2008
GVs for Dr W Finlay & Sophie Doswell 10 October 2008
Investigator CV 10 October 2008
Application 1.1 10 October 2008
Participant Information DVD & transcript 1 10 October 2008
Protocol 1 10 October 2008
Peer Review
Covering Letter 10 October 2008
Participant Consent Form: Agreement form for client who 
lacks capacity
2 12 December 2008
Participant Consent Form: For Staff 2 ...... 12 December 2008
Participant Consent Form: Symbols 2 12 December 2008
Participant Information Sheet For Personal Consultées 2 12 December 2008
Participant Information Sheet: For Staff 2 12 December 2008
Participant Information Sheet: Symbols 2 12 December 2008
Response to Request for Further Information 12 December 2008
Sta^ment of compliance
The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees (July 2001) and complies fully with the Standard Operating Procedures for 
Research Ethics Committees in tiie UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -guidance for researchers' gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
Notifying substantial amendments 
Progress and safety reports 
Notifying the end of the study
This Research Ethics Committee is an advisory committee to South Central Strategic Health Authority
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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The NRES website also provides guidance on these topics, which is updated in the light of 
changes In reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve pur 
service. If you would like to join our Reference Group please email 
referenceqroup@nres.npsa.nhs.uk.
108/H0505/179 Please quote this number on all correspondence"
With the Committee’s best wishes for the success of this project 
Yours sinœrely
 ^ Professor Nigel Wellman 
Chair
Enclosures: “After ethical review-guidance for researchers"
Site approval form
Copy to: Sponsor- Mrs Charlotte King, University of Surrey
This Research Ethics Committee is an advisory committee to South Central Strategic Health Authority
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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APPENDIX 8 -  CONFIRMATION OF ETHICAL APPROVAL 
(UNIVERSITY OF SURREY)
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Lucy Hoole
Psycho Clinical Trainee 
Department of Psychology 
University of Surrey
10^"^  February 2009
Dear Lucy
Reference: 296-PSY-09
Title of Project: Choice and Power for People with Severe Learning Disabilities: 
An Analysis of Interactional Practice
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle
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APPENDIX 9 - Confirmation R&D Ethical Approval Not Needed
From: Elliott Maggie (WPCT)
Sent: Tue 21/10/2008 10:22
To: Hoole U Miss (PG/R - Psychology)
Subject: RE: research governance
Dear Lucy,
I have received confirmation from Kingston PCT that the residential service that you 
have mentioned below is not an NHS service and it does not employ NHS staff, 
therefore you do not need to apply for Research Governance approval. Thank you for 
contacting me to check. Good luck with your project.
Maggie Elliott,
Researcti Governance Co-ordinator, SWL PCTs
From: I 
Sent: 13 October 2008 13:54 
To: Elliott Maggie (WPCT) 
Subject: RE: research governance
Dear Maggie,
1 have attached the research protocol and ethics form, 
placement with but was on placement with the 
at from September 2007 - 
, who is field supervisor for this project.
am not currently on 
April 2008 with
The independent residential service 1 have in mind is
It is run by and the manager is
1 look forward to hearing from you.
Lucy Hoole
Trainee Clinical Psychologist
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APPENDIX 10 - SUMMARY OF DATA SET
VHR Day /  Time of 
Day
Staff
Present
Summary
1 Friday /  late 
afternoon
Carolyn
Naomi
Maggie and Ruth are in the kitchen 
whilst Carolyn and Naomi are cooking 
the evening meal. Both Rob and Tom 
are out.
2 Saturday /  
lunchtime and 
early 
afternoon
Alice
Dan
Kelly
Zoe
The video begins at lunchtime. Rob and 
Ruth are eating their lunch at the table. 
Tom has finished his meal and is sitting 
in the hallway. Maggie is relaxing in her 
room and has not yet had lunch. After 
lunch, the camera joins Tom who is 
relaxing in the lounge watching some 
television and looking out the window. 
Alice arrives and takes Rob out to an 
organised activity.
Sunday /  late 
afternoon -  
early evening
Ian
Kate
Louise
Wendy
Zara
Rob and Tom are at home, having been 
out at the park earlier on. At the start 
of the extract, both Maggie and Ruth 
have gone out for a drive. Kate makes 
drinks for them both whilst she cooks 
dinner.
3 Sunday /  early 
evening
Ian
Kate
Rob, Maggie and Ruth are relaxing in 
the lounge with Ian and Kate. Ian and 
Rob take a bus into the local town to eat 
dinner at a buffet-style restaurant
Tuesday /  late 
afternoon
Dan
Kate
Zara
Zara and Rob are completing a jigsaw 
puzzle in the lounge, whilst Tom is 
sitting relaxing in the kitchen.
4 Tuesday 
[continued 
from VHR3)
Dan
Kate
Zara
Zara and Rob continue with the jigsaw 
puzzle in the lounge. Zara goes to 
complete some administrative tasks 
and Rob joins Dan and Kate in the 
kitchen, where Dan is cooking dinner. 
Tom is relaxing in the kitchen.
5 Friday /  
evening
Naomi
Ray
Zara
Ruth and Maggie are engaged in 
matters of personal care in their 
bedrooms and bathroom [off camera) 
and being helped by staff.
Rob is walking from room to room 
around the house and Tom is relaxing. 
Naomi makes drinks, then she and Rob 
complete some of a jigsaw puzzle. Tom 
makes it known that he is waiting for 
his bath.
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Saturday /  
lunchtime -  
mid afternoon
Dennis
Zara
Zara is putting away the food shopping, 
At the start of the extract, she is the 
only member of staff at home with all 
the residents, all of whom make it 
known that they wish to go out. When 
Dennis returns, Zara gets ready to take 
Maggie, Tom and Ruth out for a drive.
Saturday /  
lunchtime -  
mid afternoon
Annie
Kelly
Kelly prepares lunch for some of the 
residents, then sits to do a jigsaw puzzle 
with Rob. Annie also joins Rob for a 
jigsaw.
Sunday /  mid­
morning -  
lunchtime
Dan
Eve
Rob and Eve go for a local walk around 
the locality, stopping on the way to buy 
a chocolate bar from a local shop. On 
his return, Rob goes to lie down in the 
lounge. Dan wakes him up for lunch, 
and he joins Maggie, Ruth and Tom in 
the kitchen for lunch and pudding.
Friday /  
evening
Dennis
Zara
At the start of the extract, Zara is 
preparing dinner in the kitchen. Maggie 
is sitting at one of the dining tables 
watching the camera. Ruth is sitting 
watching Zara and occasionally 
engaging in conversation with her. 
Tom is sitting on the hallway sofa 
dozing. Dennis and Rob have gone out 
for a walk. Zara makes hot drinks for 
Maggie and Ruth. They are visited 
briefly by another member of staff and 
resident from a neighbouring house. 
After they leave, Tom comes to sit in the 
kitchen too.
When Rob and Dennis return, Rob 
comes to sit in the kitchen. Zara goes 
upstairs to the staff office to sort out 
some expenses. When she comes 
downstairs, she serves dinner.________
10 Saturday /
mid-morning
lunchtime
Dan
Dennis
At the start of the extract, Maggie is 
sitting in the lounge. Dennis invites her 
into the kitchen for breakfast Ruth is 
sitting in the kitchen watching and 
occasionally engaging Dennis in 
conversation. Tom is lying on the sofa 
in the hallway and Rob is sleeping on 
the lounge sofa. Dan wakes up Rob and 
they go out for brunch at a local café.
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11 Monday /  
morning - 
lunchtime
Aaron
Alice
Dan
Julie
At the start of the extract, Tom is sitting 
on the hallway sofa. Ruth is sitting in 
the kitchen and Rob is walking between 
rooms. Tom is offered some cake and 
sits at the table to eat it. Julie and Alice 
arrive.
Dan and Rob go out for a morning 
activity [unclear what]. Alice and 
Aaron take Ruth out to a dancing 
activity. Tom and Maggie stay at home 
with Julie. Tom makes a cake with Julie, 
then sits reading a magazine. Maggie 
watches the cake-making then follows 
Julie around as she completes that 
household tasks.
12 Tuesday /  late 
afternoon
Alice
Dan
At the start of the extract,, Ruth is 
sitting in the hallway. Maggie is 
changing clothes in her room, Tom is in 
the kitchen dozing and Rob is walking 
between rooms. Dan starts to bake a 
pudding for dinner and Rob sits in the 
kitchen watching him.
Alice enters and makes drinks for all 
the residents. Alice invites Rob and 
Maggie to join her in the lounge; Rob 
does a jigsaw and Maggie looks at her 
jewellery collection. Rob, Alice and 
Maggie play a game together.
13 Thursday /  
Mid evening
Aaron
Rachel
Zara
At the start of the extract, Maggie is 
sitting in the lounge and Rob is asleep 
on the sofa. The television is on. Aaron 
invites her into the kitchen for dinner, 
and all four residents eat dinner at the 
dining tables. After dinner, Rob goes 
for a nap in the lounge, Ruth sits in the 
lounge with the television on and Tom 
goes for a bath. Rachel sits down with 
Rob to do a jigsaw and Maggie comes to 
the lounge to join them.
Volume One: Research Dossier
219
Major Research Project
14 Friday /  
morning
Antonia
Dan
Julie
Wendy
At the start of the video record, all the 
residents are at home. Dan and Wendy 
are in the kitchen. Wendy is making a 
cup of tea for Julie [who is upstairs] in 
the office. Rob is standing watching, 
Tom is sitting in the hallway, Ruth is 
sitting at the kitchen table and Maggie 
is in the lounge. Staff and residents 
enjoy some doughnuts and chocolates 
together.
Antonia and Rob go out for a walk, 
whilst the other residents remain at 
home. On his return from his outing, 
Rob sits to complete a jigsaw puzzle, 
then comes to the kitchen where more 
chocolates are shared.
Volume One: Research Dossier
220
Major Research Project
APPENDIX 11 - T ranscrip tion  Guidelines fo r Conversation Analysis
(■) Just noticeable pause
(0.3), (2.0) Examples of timed pauses
word [word
[word The start o f overlapping talk
.hh, hh In-breath (with preceding fu ll stop) and out-breath
wo(h)rd (h) shows a word has "laughter" bubbling w ith in it
wor- A dash shows a sharp cut-off
wo:rd Colons show the speaker has stretched the preceding
word
(words) A guess at what has been said if  unclear
( 3 Very unclear talk
word=
=word No discernible pauses between two words or turns at talk
word, WORD Underlined sounds are louder, capitals louder still
°word° Material between "degree sounds" is quiet
>word word< Faster speech
<word word> Slower speech
Point of interest in the extract
[•••] Material omitted from the extract
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APPENDIX 12 - QUALITY OF THE PROCEDURE
Coyle (2007) observes that that qualitative research cannot be judged by the 
criteria used to evaluate research from a positivist perspective, such as 
reliability and validity. However, qualitative methods do still need to be 
accountable and open to evaluation. Whilst W illig (2001) heeds caution in the 
indiscriminate application of a list of evaluation criteria to any qualitative piece 
of work, Yardley (2000) proposes four potential criteria against which 
qualitative methods could be judged:
1. Sensitivity to Context
The methodology used needs to be sensitive to previous research and the 
historical context of the topic of study. A comprehensive literature search was 
conducted, which included reference to how issues of choice and control for 
people w ith learning disabilities have been thought about in the historical 
contexts of research, policy and society. The use of CA w ith people w ith learning 
disabilities, wider communication disorders and people w ith non-verbal 
communication has been considered. Consideration has also been given to the 
impact of the method of data collection, including features of the researcher, on 
the data collected. CA itself has a "dynamic, complex and highly empirical 
perspective" on context (Seedhouse, 2005, p.261), which is both context-free and 
operating in context-sensitive ways. The aim of a CA approach is to determine 
which elements of context are relevant to participants in interaction at any given 
point, whilst also emphasising a dynamic perspective on context in which 
context is actively shaped and renewed by the next action of the interaction. 
Therefore, sequential location is viewed as a major part of what is meant by 
context in CA studies (Seedhouse, 2005) and the methodology can be viewed as 
highly sensitive to context.
2. Commitment and Rigour
Commitment to the research has been demonstrated by the author’s extensive 
experience in working w ith this client group, together w ith previous work by the 
author in the field of learning disability emphasising sociological perspectives 
(Hoole & Morgan, 2008) and issues of inclusion and self-determination (Hoole & 
Morgan, in press). Rigour relates to the 'completeness' of the gathered data 
(Yardley, 2000). This was addressed through collecting data across a wide range
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of staff shifts, times of day and across different types of activity. Whilst 16 hours 
of video footage can be viewed as a relatively small amount of recorded video 
footage, applied CA studies typically involve detailed case study analysis as 
already noted. Ethnographic data was sourced from a longer length of time 
(approximately 45 hours) spent in house in total. This number was balanced 
against the time constraints of this project (as part of a clinical training 
programme) and the time-consuming nature of the analysis. The use of 
recorded data serves as a control of the limitations and fallibilities of in tuition 
and recollection (Heritage & Atkinson, 1986, p.3). The potential for the 
completeness of the data being lim ited by the quality of recordings and the lim its 
of what is visible and audible in a given moment was addressed through the use 
of supplemental information from field notes.
3. Transparency and Coherence
Seedhouse (2005) observes that many research methodologies do not present 
their primary data in their publication, w ith the result that the reliability of 
major sections of the analysis is not available for scrutiny. In this study, as is 
standard practice for CA studies, both the data and the analysis are publicly 
available for challenge by any reader. This was achieved through inclusion of the 
data transcripts in the analysis, together w ith  additional supporting material in 
the appendices in order to demonstrate the wider collections of data from which 
the analysis was derived. In addition, the display of the analysis makes the 
analytic process transparent to the reader, enabling the reader to test the 
analytic procedures that have been followed. Furthermore, CA procedures 
intend to make no claims beyond what is demonstrated by the interactional 
detail, through reference to minute interactional detail and through avoiding use 
of existing theories to explain the interaction unless it  can be shown in the detail 
of the interaction that participants are orienting to such theories (Seedhouse, 
2005).
4. Impact and Importance
A typical criticism of qualitative studies is that they are context-bound and 
therefore weak in terms of their wider impact and significance. However, 
Seedhouse (2005) notes CA studies may analyse on the micro and macro level 
simultaneously as through analysing individual instances, the "machinery that
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produced these individual instances is revealed" (p.256). Therefore, findings of 
this research w ill have a likely importance both for the staff and service users in 
the residential service in which the data was gathered but also more widely for 
health and social care services working w ith  people w ith severe learning 
disabilities w ithout formal language. This might include an impact on staff 
training and the tailoring of service design and interventions in order to better 
facilitate choice and control.
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APPENDIX 13 - ETHNOGRAPHIC INFORMATION ABOUT MAGGIE
Maggie is a White British woman in her late-forties. She has no formal speech 
but sometimes makes 'screeching' or 'groaning' sounds understood by staff as 
expressions of pleasure or distress respectively. Maggie does not use gesture or 
signs but sometimes shakes and nods her head slowly, which are taken as 
indication of 'yes' and 'no'. Maggie often takes staff-members' hands to lead 
them to what she wants. She has a range of facial expressions, which are 
understood to indicate her emotional states. Her hearing and vision are believed 
to be adequate, and Maggie has full control o f her body movements. She requires 
full support w ith  her personal care.
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APPENDIX 14 - GLOSSARY OF TERMS IN CONVERSATION ANALYSIS 
An 'Account' is viewed as a linguistic device employed whenever an action is 
subjected to a valuative enquiry [Scott & Lyman, 1968, p.46), thus bridging the 
gap between action and expectation.
'Adjacency Pairs' are a turn-taking sequence in which the two pair parts are 
usually produced next to each other. This is a unit formed by two turns  of talk 
by different speakers that are adjacently placed and relatively ordered 
[Schegloff, 2007). The basic rule of operation is that "given the recognisable 
production of a first pair part... its speaker should stop, a next speaker should 
start... and should produce a second pair part of the same pair type" [Schegloff, 
2007, p.l4). The adjacency-pair mechanism is used by participants to display to 
one another their ongoing understanding and make sense of the other's talk. 
They provide the analyst w ith  a normative framework for assessing the actions 
and motives of participants in interaction.
In offering a 'Candidate Answer', a speaker provides a model for the type of 
answer that would satisfy his or her purpose-for-asking [Pomerantz, 1988).
The 'Conversational Sequence' refers to the way in which turns are linked 
together in a definite order. One aim of CA is to reveal this sequential order.
'Extended Sequences' refer to longer sequences of talk-in-interaction, such as 
stories or reports.
Go Ahead' or 'Blocking' Responses are possible second pair parts in pre­
sequence. A go-ahead response promotes progress of the sequence by 
encouraging the recipient to go ahead w ith  the first pair part of the adjacency 
pair. A second type of response is a blocking response that discourages or blocks 
the first pair part being raised at all [Schegloff, 2007).
In an Insertion Sequence' [Schegloff, 1972), a conversational move is 
suspended while the participant deals w ith  something that is inserted into the 
adjacency-pair sequence, understood to be necessary to the proper completion 
of the suspended move.
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'Latching' refers to the lack of a discernible pause between one spate of ta lk and 
another.
A 'membership category' (Sacks, 1972) is a classification or social type that can 
be attributed to an individual -  such as woman, teacher, friend, uncle and so on. 
A 'Membership Categorisation Device' therefore refers to the rule that binds a 
member to a category.
'Preferred' and Dispreferred' refer to structural relationships of sequence 
parts rather than to the psychological preferences of participants in interaction 
(Schegloff, 2007, p.61). In request sequences such as those considered in this 
study, granting and rejecting reponses are not "symmetrical alternatives" 
(Schegloff & Sacks, 1973, p.314). A request is designed to elicit something from 
the other person so the sequentially preferred response is that which "provides 
for the further advance of the trajectory of the sequence on its course of action" 
(Schegloff, 2007, p.62) and thus a granting response.
A 'Pre-Sequence Device' refers to an expansion of an adjacency pair unit that 
comes before its first part (Schegloff, 2007).
'Repair' is commonly used to describe phenomena designed to correct the turn- 
taking system and does not necessarily imply any factual error on the speaker's 
part. This often involves suspension of ongoing turns of talk in order to attend to 
some trouble that has become apparent in the sequential organisation of ta lk 
(Hutchby & Wooffitt, 2008, p.57).
Any aspect of talk can be said to be 'Sequentially Implicative' in two directions: 
in the way that utterances respond to prior ta lk and create contingencies for 
further talk.
A 'Sequence Closing Sequence' is a resource for closing an extended or long 
sequence collaboratively and interactionally.
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A 'summons-answer sequence' is one built and deployed to establish the 
availability and alignment of the addressee for the talk that is about to be done, 
designed to avoid trouble due to the non-uptake of the whole of the utterance 
through the recipient failing to register that they are being addressed [Schegloff, 
2007, p.58).
'Turn Construction Units' are the 'building blocks' out of which turns are 
fashioned, basically taking the shape of phrases and lexical terms.
A 'Yes-no-interrogative' is the first pair part of a sequence to which the second 
pair part is a yes or a no response.
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APPENDIX 15 - EXAMPLE STRATEGIES USED BY TOM TO GAIN ATTENTION
VHR2 00:55:56
01 Tom [looking up a t kitchen]
02 (2.0)
03 Tom Cic: cica::
04 (3.0)
05 Tom Cica::
06 Tom [[Keeps looking up towards kitchen] ]
07 [[24.0 seconds] ]=
08 = [O ff camera doorbell rings]
09 Tom [[Keeps looking up towards kitchen] ]
10 [[21.0 seconds] ]
11 [Noise o ff camera as Louisa, Kate and Wendy talk in kitchen too fa in t
12 to hear]
13 Wen [O ff camera to Kate] Oi (.) >what are you doing?< hh [sharp intake o f
14 breath]
15 Kate [Too fa in t to hear]
16 Tom [[Keeps looking up towards kitchen] ]
17 [[15.0 seconds] ]
18 Tom [Reaches fo r  spoon]
19 (4.0)
20 Tom OCA::
21 (4.0)
22 Tom OCA::
23 (3.0)
24 Tom OCA::
25 (2.0)
26 Tom OCA::
27 (7.0)
28 Tom CICA::
29 Lou To::m (1.0) You just had some (thing).
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VHR5 01:00:02
01 Torn [Looks to kitchen] Uh::t
02 (2.0)
03 Tom Blah (.) bah (.) bah:::
04 (3.0)
05 ->Tom Uh:::: [Starts to get up] Uh::: [Gets up] Uh:: (.) uh::: [Walks to kitchen,
06 looks at Zara] Uh::
07 (1.0)
08 Tom Uh:: (.) uh::
09 Zara (looks at Tomj What's that Tom?
VHR13 00:31:58
01 Tom [Finishes cake. Put bowl down. Stands up. Looks up at Rachel]
02 Rach [Washing up, not looking at Tom]
03 ->Tom [Bangs bowl on table fou r times. Looks up at Rach]
04 Rach [Looks at Tom] Thank you Tom.C Walks towards him] Had enought
05 Tom [Covers face with hand]
06 Rach Have you had enough Tom? [Takes bowl]
07 Tom [Coversface]
08 Rach Yeaht [Takes bowl away]
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APPENDIX 16 - EXAMPLE INSERTION SEQUENCES USED WITH TOM
VHR6 00:10:24
01 Tom (Reaches into cupboard] Uh:: (Takes cup; holds i t  towards Zara]
02 Zara You want a drink?
03->  Tom [Nods]
04 Zara [Takes cup] Goo::dt m ani [.) >Okay< let’s get some (thing)
VHRIO
01 Tom [Turns face away then turns back again]  Cica [finger to tongue,
02 looking out to kitchen]
03 Dennis Cake?
0 4 ^  Tom [Nods head]
05 Dennis Come and sit down (.) and you have cake.
VHR14 00:18:52
01 Tom Uh (.) uh (.) [extends arm to chocolate]
02 Dan You want a chocolate?
03 Tom [Extends arm to chocolate]
04 Dan °Find you a soft one® [opens chocolate and gives to Tom]
05 Tom [Takes chocolate]
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APPENDIX 17 -  EXTRACT F TRANSCRIBED IN FULL
Extract F VHR4[00:22:38]
01 Rob [Walks to freezer. Opens door; starts opening drawers.)
02 Kate tRo::b4'
03 Rob [Continues opening drawers]
04 Kate [Approaches freezer]. Rob [.) what do you [want from there?
05 Kate [[takes Rob's arm and
06 guides i t  out]
07 Kate Rob (.) no its frozen [[Closes drawer ) It's frozen food.
08 Rob [[Walks towards dining table; sits down.]
09 Ruth [O ff camera.] What you \aughinatl
10 Kate [O ff camera.] I dunnot Tell mêi
11 Rob [ Grasps cup on table and looks inside then puts down again]=
12 Rob = [[Sits looking around kitchen] ]
13 [[13.0 seconds] ]
14 Rob [[Reaches down and picks something from floo r and puts in mouth.]
15 Rob [[Sits looking around kitchen] ]
16 [[15.0 seconds] ]
17 Ruth [O ff camera.] [Loud exclamation.] Katet
18 Kate [O ff camera.] [1.0) Ye::st =
19 Ruth [O ff camera.] Screamm.
20 Kate [O ff camera.] (1.0) Are you (.) why?
21 Rob [Gets up and walks to kitchen. Stands by dishwasher facing Kate.]
22 Kate (You ok) RobT
23 Rob [Looks away to righ t.]
24 Kate [Turns away - back to camera - unclear what she is doing.]
25 Rob [[Looks at Kate again.] ]
26 [[12.0 seconds] ]
29 Rob [Turns round and opens cupboard.]=
30 Kate =[Looks up.]
31 Rob [Closes cupboard and [opens next one.]
32 Kate [What you looking for Rob?
33 Rob [ Closes cupboard; opens next one. Pulls out item - unclear what.]
34 Kate Ro::b what=you looking for?
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35 Rob [Looking at item in hand trying to open i t )
36 -> Kate What (you want to] take that for? [Takes item from him.)
37 Rob [Continues looking in cupboard then walks to next one.)
38 -> Kate Want something to drinkt?
39 Rob [Opens and closes next cupboard. Turns around, back to counter.)
40 Kate Just- checking (.] i f  they're all locked?
41 Rob [[Looks a t Kate. Remains standing at counter.) ]
42 [[15.0 seconds) ]
43 Rob [Walks to counter opposite Kate peering into her handbag. Grasps
44 the strap.)=
45 Kate =[Picks up bag and moves i t  away.)  Helja
46 Rob [Continues to stand a t counter)
47 Ruth [O ff camera.) ( ) screamin Katet
48 Kate Are you (.) why?
49 Ruth [O ff camera.) Screamin.
50 Kate Why?
51 Rob [[Continues to stand at counter looking around kitchen.) ]
52 [[8.0 seconds) ]
53 Ruth [O ff camera.) Where’s la n l
54 Kate [Not here.
5 5 Rob [[<WaIks out o f kitchen to fron t  door>)
56 Rob [[Stands by frontdoor.) ]
57 Dan [[Talking on the telephone in the hall) ]
58 [[8.0 seconds) ]
59 Dan [On telephone) Right (.] see ya (.) bye. [[hangs up phone and enters
60 kitchen.)
61 Rob Walks back into kitchen.)
62 Rob [Stands behind Kate at the counter.)
63 Kate ( )
64 Dan [O ff camera. ) (Yeah yeahl
65 Zara [Enters kitchen). [  ]
66 [Conversation between Zara and Dan, inaudible)
67 Rob [ Grasps Kate's bag and starts to open i t )
68 Kate Ro:b.
69 Rob [Continues opening bag.)
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Ro:b 0  that is [my bag. ]
[{takes strap o f bag from Rob) ]=
=(Leaves kitchen.) =
(Lets go o f bag and leaves kitchen.)
He’s on the prowl today.
Yeah [.) he was checking all the cupboards they are locked (.} and 
even the freezer.
70 Kate
71
72 Zara
73 Rob
74 Dan
75 Kate
76
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APPENDIX 18 - 'OVERLOOKED' OR 'SHUT DOWN' NON VERBAL
BEHAVIOURS
Bodily Approach as a potential request not noticed 
VHR7 00:19:56
01 Kelly Rob have you had some lunch?
02 Rob °Mermer[mer® ]
03 Kelly [Huht? ] (walks into kitchen)
04 -> Rob °Mer° (follows Kelly into kitchen and walks to counter)
05 Kelly 1 th ink you did
06 (2.0)
07 Kelly Did you have some lunch? (Washes hands)
08 Rob Mer mer mer
09 Kelly Hmmt? (Walks to find  towel to dry hands)
10 -» Rob [(Walks and stands by fridge and freezer) ]
11 [(14.0 seconds) ]
12 Kelly Tomt  [Walks towards dining area) Tomt  =
13 Rob = (Follows Kelly into dining area)
14 Kelly (O ff camera) Tomt (1.0) Tom (.) do you wanna go out?
15 Rob (Stands by patio doors)
16 Kelly (O ff camera) Where do you wanna go? (.)
17 Tom (O ff camera) °Kafe\)°
18 Kelly Cafet? You just had lunch.
19 Tom (Nods head then shakes it)
20 Kelly Where do you wanna go?
21 Tom (Shakes head looking down at lap)
22 Kelly No?
23 Tom (Shakes head looking down at lap)
24 Kelly When you're ready (Walks away)=
25 -> Rob = (Follows Kelly into kitchen then into hallway)
VHR14 00:00:57
01 Wen (Making tea at the counter)
02 -> Rob (Approaches Wendy and stands at counter watching her)
03 Ruth (O ff camera) Gonna go for a drive later?
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04 Wen I’ve got to th ink about Julie Q I've got to concentrate on her tea
05 Tom (From hallway) Uh:::;::
06 Wen She wants it  strong and [milky]
07 Ruth (O ff camera) [Wendy]
08 Dan You see 1 don't get that how can (.} how can you have strong and
09 m ilky tea?
10 Wen 1 don't (.) no 1 don't get that
11 Lucy It's got lots of tea in it  (.) but lots of m ilk in it  as well (.) so you leave
12 the tea bag in for a while [.) but also add lots of m ilk
13 Dan 1 see Q milky tea
14 Ruth (O ff camera) Lucyt
15 Lucy Yeaht
16 Ruth (O ff camera) Wanna [.) go for a drive
17 Lucy 1 don't know t
18 Ruth (O ff camera) Dant Q go for a drive
19 Dan Lat-yeah (.] probably after:: twelve o'clock Ruth fTo Wendy) How
20 was your [ )
21 Wen It was bri::lliant
22 (Conversation between Wendy and Dan)^^
23 Wen (Finishes making tea) Now [.) lets see i f  Julie's tea passes the master
24 chef challenge (takes tea bag to bin)
25 ^  Rob (Walks away)
Gaze as a displav of potential desire for more food shut down 
VHR3 00:29:58
01 Rob [(Turns body round in chair to face towards bu ffe t bar.)  ]
02 [(13.0 seconds) ]
03 -> Ian >Rob turn round< [ Tha::t's it. ]
04 Rob [(Turns back to table) ]
VHR3 00:34:39
01 Rob ( turns body on chair to look towards bu ffe t)
02 -> Ian Sit round please.
03 Rob (does not move)
12 This is not transcribed in full in order to preserve the anonymity of the speakers
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04 -> lan >Rob Q  Rob sit round(.) [come=on< ]
05 Rob [(sits back to face table) ]
06 Rob (Leans back on chair looking towards bu ffe t bar)
VHR14 00:23:23
01 Rob (Finishes eating chocolate)
02 Rob [(Looks a t chocolate box with fixed gaze) ]
03 [(217.0 seconds) ]
04 [(Conversation between Dan and Antonia) ]
Behaviour shut down before meaning can be established 
VHR5 00:10:13
01 Rob (Walks out o f hallway and stands outside bathroom door)
02 Ray (O ff camera) (Alright) soon Rob.
03 Rob [[Continues standing outside bathroom door) ]
04 [[40.0 seconds) ]
05->Rob (Opens bathroom door.)
06 -> Ray (O ff camera) Sorry mate (.) Ruth's in there at the moment (.)
07 just ( )
08 Rob [Walks away from bathroom, through hallway and into lounge. Sits
09 to do puzzle.)
VHR5 00:27:39
01 Rob (Gets up and leaves the room. Walks to bathroom.)
02 Rob [(Stands by bathroom door.) ]
03 [(8.0 seconds) ]
04 -> Rob (Opens bathroom door)
05 Naomi (Entering) Rob (1.0) Ruth is in the bath. Let's go from the
06 bathroom door. Ruth is in the bath (Guides Rob into hallway) Ruth is
07 in the bath (.) you can't go in there now.
08 Rob (Stands in hallway by wall then sits on sofa.)
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APPENDIX 19 -  AMBIGUOUS BEHAVIOURS TREATED AS ACCEPTANCE
VHR3 00:31:11
01 Ian Rob(.) d'you want another drinkt?
02 [2.0)
03 Ian Rob [.) do you want another drinkt?
04 (1.0)
05 Ian Yeaht?
06 (1.0)
07 Ian Rob (.) d'you want a drinkt? =
08 Rob = (Puts hand on table.) =
09 Ian = [Right when the p-person comes round I'll get you one. ]
10 Rob [(Takes hand o ff table.) ]
VHR3 00:36:00
01 lan Right=d'you want some more er:: (.) pancake rolls?
02 Rob (looks down at plate, opens and closes lips twice, takes plate with
03 hand)=
04 -> lan Yeaht=No leave that plate (.) we'll get a new one (picks up plate and
05 takes to get more food)
06 Rob (turns body to bu ffe t bar, watches Ian fetch food)
VHR13 00:20:50
01 Zara (Enters kitchen. Looks at Rob) Do you want a yogurrtt
02 -> Rob [(Walks away from Zara)
03 Zara [Do you want some yogurt Rob?
04 ^  Rob (Contin ues walking away from Zara)
05 Zara Rob come (.) come come =
06 Rob (Stops and turns around, [walks back to Zara)
07 Zara [Do you want yogurt?
08 -> Rob (hands clasped near waist, looking at Zara, jogs up and down on spot)
09 Zara Do you want yogu irtt
10 -» Rob (Jogs body up and down)
11 Zara (Smiles) Why are vou doing that Rob?
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12 Rob (Looks at floo r then up a t Zara) (1.0)
13 Zara Do you want a yogurt?
14 -> Rob °Hm:°
15 Zara Heh heh heh (goes to open fridge to get a yogurt fo r Rob)
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APPENDIX 20 -  USE OF OBJECTS OF REFERENCE
VHR3 00:53:45
01 Zara (O ff camera] TomQ d=you want- [.) yogurt (.) or m ilk (.) w ith your
02 -> cake [(approaches Tom; holds up yogurt and m ilk ] ]
03 [(1.0 second] ]
04 Zara ^
05 Tom ‘
06 Zara =
07 Tom
08 <
09 Zara
VHR9 00:13:
01 Zara
02 Maggie
03 Zara
04
05 Zara
06 Maggie
07 Zara
08
09 Zara
10
11
12
13 Maggie
14 Zara
15
16 Maggie
17 Zara
18
19 Maggie
20 Zara
21 Maggie
Heh::® [1.0) (touches milk]=
You want some m ilk [.) [ok
[(pushes milk with hand as Zara takes i t  
away] =
Maggie want tea? = [= gestures drink sign with hand]
(Looks down at magazine smiling]
Maggiet?
(1.0)
Maggie (starts walking towards Maggie]=
= (Looks up a t camera grinning broadly then at Zara]
Would you like a tea or coffee 
(1.0)
(Beckons with handj= Come and show me (takes magazine from  
Maggie's lap and puts on table. Takes handkerchief from lap and 
picks others from  floor] Oo::h these are your handkerchiefs (.) 
[that you want ]
[(Starts to get up) ]
(Walking back to kitchen) Come and show me what you want (.) 
tea or coffee
(Follows Zara into kitchen)
(Removes lids from tea and coffee pots and holds them out to 
Maggie) What do you want (.) tea or coffee?
(Looks into pan on cooker)
Not the food (.) tea or coffee? (.) Show me what you want 
 (Points into tea pot)
Volume One: Research Dossier
240
Major Research Project
22 Zara Tea O  okay. [Starts to make tea]
VHRIO 00:00:01
01 Dennis (What do you want for) breakfast?
02 Maggie (Looking up a t Dennis, no other response]
03 Dennis Do you want toastT?
04 Maggie (Looks at Dennis (1.0] then down at hands.)
05 (2.0)
06 Dennis Mag
07 (2.0)
08 Dennis For your breakfast (=steps doser=) do you want toast or cereal?
09 Maggie [(Looking down at hands) ]
10 [(2.0 seconds) ]
11 Dennis Come (=gestures with hand=) over (.) Come over (Walks towards
12 lounge door towards kitchen)
13 (1.0)
14 Maggie (Pushes self o ff sofa and walks through hallway to kitchen)
15 Ruth (O ff camera from  kitchen) Lucy't [.) Dennis^
16 Dennis Hello Ruth.
17 Maggie (Enters kitchen)
18 Dennis (Unlocking cupboard) Maggie.
19 Maggie [(Walks towards counter and stands facing Dennis) ]
20 Dennis [(Unlocking cupboard) ]
21 [(19.0 seconds) ]
22 Ruth (O ff camera) Lu[cyt ]
23 Maggie [(Looks up a t Lucy smiling)]
24 Lucy Hmm:::t
25 Ruth (O ff camera) You go on the bus la te rt
26 Lucy You want to go on the bus latert?
27 Ruth ('OjÇ^cûfmerq)[When Zara comes ]
28 Dennis [(Takes cereal box from  cupboard; puts on counter)]=
29 Maggie = (Looks towards Dennis)
30 Lucy 1 don't know
31 Ruth (O ff camera) [Zara's coming.
32 Dennis [(Puts second box o f cereal on counter. Puts both
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33 hands down fîrm ly on counter and looks at Maggie.)
34 (2.0)
35 Dennis What ( )Mag7 (Taps each box)
36 Maggie [(Stands still, looks down at hands) ]
37 [(4.0 seconds) ]
38 Dennis Mag for your breakfast f.) That or that (Taps each box)
39 Maggie (Approaches counter and pulls Cornflakes towards her)
40 Dennis Alright fine Q  okay (pulls back box) Sit down then (puts other box
41 away and locks cupboard)
42 Maggie (Walks towards chair and sits down)
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RESEARCH LOG
Years One - Three 
September 2005 -  September 2009
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RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology 
and literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues 
o f diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety o f contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
y
30 Applying research findings to clinical practice y
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Qualitative Research Project
QUALITATIVE RESEARCH PROJECT
The Attitudes of Young Adults to the Change in 
Drinking Laws: An Interpretative Phenomelogical
Analysis
Year One 
May 2006
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ABSTRACT
Background. The Licensing Act (2003) brought about changes in the licensing 
of the sale and supply of alcohol, regulated entertainment and late-night 
refreshment. Governmental aims in doing so were to reduce alcohol-related 
crime and disorder. This study sought to explore young people’s attitudes to the 
change, w ith particular reference to the Government's rational for this legislative 
change.
Method. Semi-structured interviews were conducted w ith six participants to 
explore their attitudes to the legislative change. Transcripts of the interviews 
were analysed using Interpretative Phenomenological Analysis.
Results. Three superordinate themes were identified: perceived cultural 
influences on drinking patterns; perceptions of beneficial consequences of 
change in the law; and concerns about the consequences regarding the change in 
the law.
Conclusions. Theoretical and practical implications were discussed. It was 
suggested that further work could explore the different attitudes of men and 
women to the change.
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